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A. Support For Community Living Waiver Eligibility 
 

1. An individual shall be eligible for SCL services under one of the following 
three (3) eligibility groups: 

 
a. Mandatory categorically needy, 
b. Optional categorically needy including an individual under a special 

income level, or  
c. The medically needy. 

 
  This shall include the aged, persons with disabilities, and persons eligible   
  under KTAP and related categories. 
 

2. Treatment of Income and Resources of Target Population 
 

a. Financial eligibility determinations for the special income provision shall 
be made in the same manner as determinations are made for ICF/MR/DD  
Institutional deeming rules shall be applied. 

    
b. SCL Waiver members shall be allowed to retain, from their own income, 

an amount equal to the Supplemental Social Security Income (SSI) basic 
benefit rate plus the SSI general disregard for basic maintenance needs.  If 
the SSI benefit rate or standard deduction changes, the allowable 
maintenance shall change accordingly. 

 
c. Patient liability for the month of admission shall be zero except in the  
               following situations: 

         
Community deeming rules for Medicaid eligibility shall be used for the 
month of admission for all SCL Waiver members who are married or 
under the age of eighteen (18).  The income and resources of the spouse or 
parent shall be considered to be available for the month of admission only. 
For each succeeding month of SCL Waiver participation, only the income 
and resources of the SCL member shall determine Medicaid eligibility. 

 
d. The SCL Waiver member and/or legal representative shall be advised to 

apply for services at the local Department for Community Based Services 
(DCBS) office.  The SCL Waiver member and/or legal representative shall 
indicate that the application is for eligibility under the special income 
category of the SCL Waiver program. 

 
    

e. The SCL member and/or legal representative shall be advised to contact the 
local DCBS office in the following situations: 

      
(1) The member’s Medicaid eligibility was based upon a recent ICF/MR/DD  
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       admission. 
    
         (2)  The member’s Medicaid eligibility was based on the “Spend-Down”  
                         category. 
 

f. The SCL members and/or legal representative shall notify the local DCBS 
worker of admission into the SCL waiver program to determine if further 
applications for Medicaid special income provision eligibility are required.  If 
an SCL member is considered for eligibility based upon the special income 
criteria, the SCL provider shall follow normal SCL admission procedures. 

 
3. Continuing Income Liability 

 
Upon determination by the local DCBS office that a member has a            
continuing income liability, it shall be paid by the SCL member and/or legal 
representative to the SCL Residential provider.  If there is not a Residential 
provider, it shall be paid by the SCL member and/or legal representative to the 
SCL Case Management provider.  This amount shall be deducted monthly by 
the Department for Medicaid Services (DMS) from payments issued to the 
primary SCL provider. The SCL provider shall be notified of the amount of 
the continuing income liability on the form MAP- 552k (APPENDIX III).  
The SCL provider is responsible for collecting this money from the SCL 
Waiver member and/or legal representative. If the member chooses CDO then 
patient liability will be paid to the Support Broker. 

 
B. Enrollment of an Individual into the SCL Waiver program 
 

1. The individual shall meet the level of care for ICF/MR/DD services.  This 
determination shall be made by the Quality Improvement Organization (QIO). 

 
a. All initial and re-certification applications for SCL Waiver services shall 

first be determined to meet Medicaid criteria for the ICF/MR/DD level of 
care.  This includes individuals currently in an ICF/MR/DD. 

   
b. Level of care determinations shall be made at least every twelve (12) 

months.  Individuals being re-certified for continued participation in the 
SCL waiver program will receive a level of  care determination prior to 
the end of the certification period.     

 
c. The Case Management provider will request a verbal level of care 

certification from the QIO three weeks (21 days) prior to the end of the 
current level of care certification; inform the QIO of the current dates at 
the time of the telephone call to ensure that the new certification period is 
consecutive; submit the MAP-351, assessment/reassessment and the 
MAP-109, Plan of Care to the QIO within twenty one days (21) days of 
receiving the verbal level of care certification.  If all criteria are met, the 
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QIO shall evaluate the assessment/reassessment material and authorize 
continued level of care for the member and prior authorize the services 
requested on the MAP-109.  

   
d. Coverage shall not be available for any SCL waiver services during any 

period of time that an individual is not covered by a  valid level of care 
determination.  Both level of care and service prior authorizations shall be 
current for services to be Medicaid eligible.    

 
e. The level of care determination is based upon information on the MAP-

351 assessment form submitted to the QIO. Additional information may 
be requested by the QIO, such as a history and physical examination, 
psychological, functional analysis, and other service documentation 
included in the individual’s record.  After completion and approval of the 
level of care, the QIO shall send a written verification of the level of care 
determination to the Case Management provider. 

 
f. If the ICF/MR/DD level of care is denied, the QIO shall send written 

notification to the SCL provider, the individual or legal representative, and 
DMHMR. 

  
2.  After obtaining the level of care determination, the Case Management provider 

shall assemble the application or recertification packet and forward it to the QIO 
if the member has chosen traditional services only, or make the referral to the 
Support Broker if the member chooses Consumer directed or blended services.  

 
3.  For traditional service delivery, upon receipt of the allocation letter from 

DMHMR, a Plan of Care shall be developed, utilizing the person centered 
planning process and guiding principles, by the individual and legal representative 
(if applicable), the Case Management provider designated by the individual or 
legal representative.  The Plan of Care Shall: 

   
a. Include the individual’s chosen personal goals, 
b. Be developed and implemented within thirty (30) days of service 

initiation, 
c. Be effective for the current level of care certification period, 
d. Be individualized for each SCL member, 
e. Designate a Case Manager for the SCL member, 
f. Specify supports needed, the names and numbers of selected providers and 

the frequency and duration of services, 
g. Include all pages of the Plan of Care, 
h. MAP 109 will be updated as needed, 
i. Be renewed annually.                 
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4. The application or recertification packet shall be reviewed, and if approved by the 
QIO services, will be prior authorized.  If the application is denied, written 
notification, including the appeals procedure shall be sent to the Case 
Management provider or Support Broker and the individual or legal 
representative. Upon receipt of a MAP-24C, the individual shall be placed in 
payment status. The date of placement indicated on the MAP-24C shall establish 
the effective date of initiation of payment for services.  

 
5.  The MAP-109, Plan of Care shall be submitted at least annually to the QIO.  The 

entire Plan of Care shall be kept on file at the provider agency by the Case 
Manager.  A minimum of twenty-five percent (25%) sample of Plan of Care shall 
be reviewed by the designated agency.  

 
6. The entire Plan of Care shall be submitted to the QIO for any plan with a cost 

above the current average cost per person in the waiver.  The justification for the 
need for the requested units of services, including copies of specific goals and 
objectives with personal outcomes for each service shall be included with the 
plan.  If the service is new, the task objectives sheet should list the skills 
performance that will be recorded.  For individuals who have been receiving the 
support, copies of staff notes documenting process toward the personal outcomes 
listed in the plan shall be submitted.  The Plan of Care shall be sent to the QIO 
within fourteen (14) days of the effective date of the change.  No approval of a 
Plan of Care shall be backdated. Justification for the requested units of service, 
including staff notes shall be submitted with the Plan of Care reflecting a cost 
above the current average cost per person in the waiver. 

 
7. For individuals choosing consumer directed option or blended services, upon 

approval of the level of care and referral from the Case Manager, the Support 
Broker will assist the individual in development of the Plan of Care.  The Plan of 
Care shall be developed utilizing the person centered planning process and 
guiding principles and specify the supports needed, names of selected providers 
and the frequency and duration of services.  The MAP-109 shall be submitted to 
the QIO for prior authorization and approval of the individualized budget amount 
upon admission to the waiver and at least annually thereafter.  The individualized 
budget will be authorized for a six (6) month period.       

  
C.  SCL Waiver Provider Enrollment and Certification 
 

1. An entity wishing to enroll and participate as an SCL provider shall: 
 

a. Request a participation packet from DMS or its designee, 
 
b. Submit the completed packet to DMS or its designee, including a copy of the 

license if requesting participation as a group home as outlined in 902 KAR 
20:078, and 
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  c.    Notify DMS or its designee in writing regarding any change in program  
                               participation status (i.e. change of ownership, address changes, etc). 
 
 2.     Upon receipt of a completed and acceptable enrollment packet by DMS or its  
          designee, the DMHMR shall: 
 
  a.     Conduct a pre-service survey, and 
 
  b.     Recommend certification when DMHMR determines compliance    
                      with all applicable conditions of participation in this manual. 
 
 3.    DMS shall: 
 
  a.     Consider DMHMR’s recommendation in the determination to grant     
                                certification, 
 
  b.      Notify the provider in writing of their certification, and 
 
  c.      Assign a Medicaid provider number with a prefix of thirty-three (33)                           
                             to each certified SCL provider. 
 
 4.    DMHMR shall: 
 

a. Conduct a survey to determine compliance with SCL program           
requirements prior to recommending certification; 

 
b. Request a plan of correction if deficiencies are noted (deficiencies that are 

neither corrected nor have a plan of correction within thirty (30) days of 
written notice may result in a recommendation to de-certify), 

 
c. Recommend a certification if all requirements are met, 

 
d. Conduct a follow-up survey within forty-five (45) days of initiation of 

services, and at least annually thereafter, and 
 
e.    Recommend de-certification of a provider at anytime if conditions of     
         participation is not met. 
 

 
 5.    If deficiencies are noted, the provider shall:  
 
  a.  Develop an acceptable plan of correction in writing which: 
 
   (1)  Specifically addresses methods to be utilized in making necessary  
                                           corrections, and 
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   (2)  Specifies completion dates. 
 
  b.   Submit the written plan of correction to DMHMR within thirty (30)                      
                              days of written notification of deficiencies. 
 
 6.   DMS Shall: 
 
  a.  Issue an initial agreement for participation for six (6) months if all                        
                             certification requirements are met, and 
 
  b. Terminate a provider agreement for participation based on non-        
                             compliance with applicable requirements or a recommendation for de-       
                             certification from the surveying agency. 
 

7.   During a termination process whether voluntary or involuntary, the provider shall  
      fully cooperate with DMHMR, DMS and DCBS by allowing open access to the    
      agency’s records, including any and all records related to SCL members served by  
      the SCL provider, any and all records pertaining to the operation of the SCL provider,  
      and access to any residential site occupied by an SCL member. 

 
8. For Consumer Directed Option, service providers shall complete a Kentucky 

Consumer Directed Option Employee/Provider Contract. 
 
D. Covered Services 
 
 1.    Adult Day Training: 
   

a. Procedure code T2021 with modifier HB for adult onsite service, 
       

b. Procedure code H2021  for off site service, and 
 

c. One (1) unit of service equals fifteen (15) minutes. 
 
 2.    Adult Foster Care: 
 
  a.   Procedure code S5140, and 
 
  b.   One (1) unit of service equals twenty-four (24) hours. 
 

3.  Assessment/Reassessment  
 
 a.    Procedure code  T1028 
 
4.    Behavior Support: 

 
a. Procedure code H0002 for a Functional Analysis, 
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b. Procedure code H0032 for Developing the plan, 

 
c. Procedure code H0004 for monitoring the plan, and 
 
d. One (1) unit of service equals fifteen (15) minutes.  

 
 5.     Case Management: 
 
  a.   Procedure code T2022, and 
 
  b.   One (1) unit of service equals one (1) month. 
 
 6.       Children’s day habilitation: 
 
  a. Procedure code T2021 with modifier HA, and 
 
  b.  One (1) unit of service equals fifteen (15) minutes.  
 
 7. Community Living Supports: 
 
  a.     Procedure code 97535, and 
 
  b.    One (1) unit of service equals fifteen (15) minutes. 
 
 8.     Family Home: 
 
  a.     Procedure code H0043, and 
 
  b.     One (1) unit of service equals twenty-four (24) hours. 
 
 9.    Group Home: 
 

a. Procedure code S5126, and 
 
b. One (1) unit of service equals twenty-four (24) hours. 

   
10.   Occupational Therapy: 

  
  a.      Procedure code 97530, and 
    
 
  b.      One (1) unit of service equals fifteen (15) minutes. 
 
 11.   Physical Therapy: 
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  a.     Procedure code 97110, and 
 
   b.     One (1) unit of service equals fifteen (15) minutes. 
 
 12.   Psychological Services: 
 
  a.    Procedure code 90804, and 
 
  b.    One (1) unit of service equals fifteen (15) minutes. 
 
 13.   Respite: 
 
  a.    Procedure code T1005, 
   
  b.    Shall be billed as total number of units provided, and 
 
  c.     One (1) unit of service equals fifteen (15) minutes. 
 
 14.   Specialized Medical equipment and Supplies: 
 
     a.   Procedure code E1399, 
 
     b   One (1) unit of service equals one (1) item, service or treatment. 
 
     c.   The procedures regarding the Specialized Medical Equipment and    
 
         Supplies are as follows: 
 

(1) The Case Manager or Support Broker shall complete the MAP-                        
95 packet and submit it to the Department of Medicaid Services 
Division of Long Term Care,  This packet shall include: 

                                        
    (a)  A completed MAP-95 (APPENDIX); 
 
    (b)  A signed Physician order or Prescription; 
 
    (c)  A detailed description of the product or service; 
 
    (d)  Not be available through the department’s durable medical  
                                                      equipment, vision, hearing or dental programs. A copy of the                     
                                                      denial may be requested.  
 
    (e)  Three (3) estimates for the product or service, except for  
    dental. 
 
   (2)   Verification of need of the equipment or service  
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                                            identified in the Plan of Care; 
 
(3)    Verification that the equipment or service is unavailable through the  
         State Plan; 

       
(4) If unavailable through the State Plan, the request for  
         Equipment or Vision will be reduced to the lowest of the three (3)  
         submitted estimates. The request for Dental will be reduced by  
          twenty percent (20%); 

   
   (5)     If available through the State Plan the MAP-95 will be rejected and    
                                              the services or equipment will be purchased through the services  
             offered in the State Plan; 
                                               
   (6)     If a completed request packet has been submitted and denied, the                
                                              member has the right to appeal; 
 

(7) Upon approval, letters approving the item/service will be sent to the  
         Case Manager; and 

 
(8) After the approved item has been purchased, the following shall be   
         submitted for payment: 

     
    (1)  A copy of the approval letters from DMS; and  
 
    (2)  A copy of the MAP-95; 
 

     (3) A completed CMS 1500 using the procedure code E1399 for            
                                                      payment.   

  (4)  The receipt for the item purchased. 
 
  
 15.   Speech Therapy: 
 
  a.   Procedure Code 92507, and 
 
  b.   One (1) unit of service equals fifteen (15) minutes. 
 
 16.    Staffed Residence: 
 
  a.   Procedure code T2016, and 
 
  b.   One (1) unit of service equals twenty-four (24) hours. 
 
 17.     Supported Employment: 
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  a.    Procedure code H0039, and 
 
  b.    One (1) unit of service equals fifteen (15) minutes.       
                 
    
             E.  Consumer Directed Option Services 
                          

                              1. Adult Day Training S5100 One (1) unit of service equals fifteen (15) 
                                   minutes.    
 

2. Community Living Supports S5108 One (1) unit of service equals fifteen 
    (15) minutes. 
 
3. Respite S5150 One (1) unit of service equals fifteen 

                  (15) minutes .   
                                
                  4. Supportive Employment H2023 One (1) unit of service equals fifteen  
                  (15) minutes. 
 

   F.  North Carolina Support Needs Assessment Profile (NC-SNAP)  
 

1. An initial NC-SNAP assessment shall be administered by DMHMR upon 
allocation of SCL funding. 

 
2. DMHMR is responsible for the cost of all initial NC-SNAP assessments. 

 
3. When an SCL provider requests a reassessment due to a change in the SCL 

member’s need, the provider is responsible for the cost of the NC-SNAP 
reassessment.  If an SCL provider feels a reassessment is necessary, the 
provider shall submit a written request to:  

 
SCL Waiver Manager  
Division of Mental Retardation  
100 Fair Oaks Lane, 4W-C 
Frankfort, Kentucky 40621 

  
4. The request for a reassessment shall include the SCL member’s name and  

address of the SCL waiver provider making the request.  Payment of $100.00  
must accompany a copy of the request for the reassessment and sent to the 
SCL Waiver Manager at DMHMR.  The check or money order shall be made 
payable to the Kentucky State Treasurer.  

 
G. North Carolina Support Needs Assessment Profile (NC-SNAP) Instructor’s Manual  

 
1. The NC-SNAP Instructor’s Manual is used to teach the NC-SNAP Assessors.  
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H. North Carolina Support Needs Assessment Profile (NC-SNAP) Examiner’s Guide 
1. The NC-SNAP Examiner’s Guide is used by the NC-SNAP examiner when 

conducting assessments.  
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Background 
The North Carolina Support Needs Assessment Profile (M:-,YNAP) 
was develoved in order to respond to a systemlc need identified by tlie 
Nortl) Carol!a Developmentai Disabilities Policy Work Cimup in 
1997. This system-wide need became apparent through Policy Work 
Group discussions pertahmg to liniding/cost, and consistent and 
accurate identification of peopie's needs for suppt)rts and scrvlces. 
'The Policy Work Group estztlished an Assessment Subcommittee 
wilose task was to identie an assessment protocoi that could be used 
system-wide to consistently and reliably assess a person's levei of 
mtensity of need for deveiopmentai disabilities (DD) supports and 
services. The Assessment Subcamnuttee (chaued by I. Mihaei  
Ilerulike) reviewed the available literature, the existing assessment 
tools, and the current assessment practtces of othcr states. in dolrlg 
so, it became apparent that no existing mstrument would adequately 
address tlie requirements established by the DD Policy Work Orou~.  
Therefore, the Assessment Subcomnlittce directed the Murdooh 
Center Researcli Group and tne Murdoch Center Foundation to 
pursue the development, rescarcb, and field-testing of an assessment 
inseurncnt that would be a valid, reliable, and easy-to-use measure of 
a person's level or Intensity of need for DD supports and services. 
The NC-SNAP is the ruuit  of 3 years auld countiess hours o l  work by 
many people in the service system. 

This Exaxinor's Cjuidc IS vro\fided 3s an aid fiir caalnrr~ers certilicd 
to administer Ule MGSNAP. ?fie NC-SNfi\P, wiio~ ccltn(>lctecl, rvill 
mtlicate the intensity or level of need im three mlportanl doi~~a~ris  
nnri provide an overdl icve! of need for suppol~s. I l ~ e  th.re3 
4:lurnalns are (1) Daily Living Support!;. ('L) bl,ealth Carf Su1qxrt.s. 
and (3) Behavioral Supports. 'Tile levels rnnge kom 1 (low t~a?dl to 
5 l e x t ~ m ~ e  need) for each dolnain atid for il!r overall !:tors. 

%\.~XII itrii~~inistorcd propc~l:~, 1hs PC.-SNAP r~~i i l  p:'<t~iiit' :i reliable. 
v:ilid ant] consistent method lir dclermin!r>.g awl!; tor s persnil 
with ic?inlopmtsntai dis~&li?iils sho~dd hnciion a!; :i stnrttng 
;>ourt for ?he dwelopnicnt of a person-ce!ite~:ri support pian. It wiil 
~ilso provide G stritwide databasc ti) irss~ct rn s::st~!n plufintng. 
monitoring, and accountalrility. It st:auld t!e r~ctcd, i;owcvcr, titat 
ih6NC-SNAP is nnt u diagnostic tm:, mrJ i t  i s  not intended to 
replace any fo~mal professionai or <:ia&nnslic: :~.~csumcnt 
instf'um+~:t. 

TheNC..SNAII is clivided into fimr pages. Tliz first pago la divided . . 
lnto Wee Darts. 1 obtams general I~ackgrcnnd ir1ft)rmatlon 011 
tile individnai and exeminer; Part I1 contalns gcacml instructions 
sbout scarmg thcNC-SNAP; and Part 111 proui&s a gtapl~ic pmfile 
summary for the compieted KC-SNAP. Tl~e  seoor~d page contams 
items fbr the Daily Living Supports Do~naln. Page three contauls 
itctns for the Health Care Supports and Benavlorai Supports 
Jlomams. Page four providcs a grid for listing current aceds. 
supports, and preferences, wh i ~ h  may houseful in the developrnont 
of a person-centered plan. 



Preparation 

TheNC-SNAP inust be completed by a certified examiner [generally a 
case manager a Qualified DevElopmental Disability Professional 
(QDDP)]. Whilc Uie NC-SNAP can be completed in a very brief 
period of time, tlic examiner ~ u s t  be prepared with a thorough 
knowledge of thc individual. Examrners who do not know the 
mdividual well sl~ould gather records andlor infomatiorr from the 
~ndividual or fiom someone whoknows the individual well. 

* 11 rs o$en useflrl lo irme the ri~divid~~ul's records available while 
coinplelrrig llle NC-SNAP. Currem cvaltratrorts such aspsychoso- 
clal el~ol~latrons, nurslrlg ossessmenls, psyCfIalogIcal a~aluafrorts, 
etc. andprevrous person-cenleredplans can ire veiy helpfill. 

Inforinarron from rlirecl sotrrces sucl? as Ilie mdividual, purents. 
guarciians, or  senvce or sirpport providers car? be helpful wlzen 
conplefrng the NC-SNAP. 

It rs acceptable lo use multiple sources lo galher necessuv 
rr~fi~rn?atto~r. Ifa discrepancy IS noled in rtfornrarron provided by 
two ~iifferent sources, the examrner sholrld resolve the iiiscrepm~cy 
Ihro~tgl! further discussron or  by seeking'oddirional iiI/orrrialrun 

Completing the NC - SNAP 

Step 1: Background en for ma ti or^ 
This sectioii contalns basic identification itrformation regarding the 
person to be assessed, tire el;aniher (person filling our the NC-SNAP), 
and the date of Uie asessnlent. There is also a data entry coverslieet 
Chat should be filled out. This coverslieet provides patinent infonna- 
Lion for the statewid., database. Mer completing these. tlic examsner 
proceeds to the Domatn Checklists Ulat hegin on Page 2. 

Step 11: The Domain GlbecWists 

There arc Wee Donlam Checklisk: Daily Liv~ng S~~pports. kJcall!i 
Care Suppons, and Behavroral Supports. Each domain lists supp,r.t 
t-ypes in bold vrifrt along the top and level oofiatcnsity m bold rJr!lit 
along rlle side. Level of intel~sity IS ordered from "1" (mmirnuin! to 
"5" (niuximuin). 'Rre boxes m the tcmoindcr of tile g ids  'iii~t. 

descrrptions of the sup[>orts at varlnus Icvels c? inrenslty. Iqol ill 

s~rpports are divided into 5 levcis. Wherever il~erc IS nn dcscriptio:: t f  
n mppmi at a given level, the r:tmesuonding box 1s s~laded limt ki;.:: . 

Tile PJC-SNAP is comple?ctl hy rmding tine descriptions of the lewi cd 
suppoiis m a?ch calumn from top down imtil Ule examiner idnlti!-v; 
lhat description which best dcs~ribr, the indiv.idunl's need ibr ti.81 

support. Tlie correwonding box: is marked with ~ J I  "X" and 1:); 
exalntner proct.ods to the column for me next support until :ill 1::: ::c 
clomn~~a are compieted. 

In  completing tire Donalri grids, it IS imponaot to Focus 013 vfllai. :.i: 
perscn needs, not on what h e  Derson has now, or cm vhdt hr: or. ciic 
rliily need m addition to current supports. This sl~ould be ri<t;ls 
v~ithout comparison to other people's 11wls or supports. The fact oat 
s person may be receivrng more or less ikia~i 1ie;slre truly neerit~ I-, 
~rrelevant a t  this point. 

The follow~ng sectron elaborates 011 tlle scoringcrlterla for (Ire vario,).: 
supports in eacli domarn. 



Daily Livimg Supports 

Supet-vision: 
Describes the number ofhours daily that asupport persoil rnust k available 
lo ass~st tlie individual in dailv living suoports (e.g., self-care, activities of 
daily living) or to ensure safety. The critical distinction between levels :, 
2, and 3 is the number of 8-hour tune periods ttiat are required for 
supervision. More than 8 hours up to 16 hours describes level 2, while 
more than 16 hours describes levels 3, 4, or 5. Extreme need (Level 5) 
describes a person who requires specialized 24-hour.supervislon with 
continuous monitoring. 

Note: Connnuoru nronrtonng means rlrat NIE per3011 supen31srrrg lke 
rndividital ntwt corutnnt!l, monttar the tndividual. 

* A'otz: Level 5 here and tlrrotrghout the NC-SNAP refers to 
rm~tsurrlly need. As sucit, Level 5 scores should be 
uncomnzon Wrereas Levels I thraugl~ 4 represent sreps along 
a corttmuum (such illat Level 2 is applicable once tke Level I 
de.rcnpftorl r.s exceeded, etc.), Level 5 represents need 
fhrrr are sub.rlanfra~1y nrore rlttense than Levcl r. 

Assistance Needed: 
Three types of ass~stance are described; 

Wlinimal nssistance refers to the use of verbal urouipts or gestures given at 
a criticai point in the bchnvior sequence such as a reminder to brush teeth. 
Partial nssistance refers to the use of hands-on guidance for Dart of the 
task (for mstance, heip~ng a person turn on a water faucet), or wr~ipietion. 
of sonic part of the task (for instance, washing tlie person's legs because 
shehe cannot do it during a shower). 
Compiete asslstance requues that a caregiver complete all parts of task, 
although a caregiver may get some partial assistance Goo1 the individual, 
such as the individual raising his or her arms during bathing. 
Estreme need (Level 5) is distinguished by the absence of form of 
participation by the individual in any t&. 

7lhiu sect~un also divtlllguishcs four typss of skills: self-hcip (c.~;., 
handwashing, eatingj, daily liv~ng (e.g., cuoking, c!ear~~ng), decision 
making (e.g., pianning activitics, inaltiug purchases), and crrrnpicx skills 
(e.8.. fmanclal plaruiimg, health pianning). Note that the descriptions ot 
both the lype of assistance required and the type of skills completed 

i change across levels. 
! 
I Persons who can independently compicte some tdsb within a skill area 

(e.g., drink Gom cup, remove coat, etc.) should be scored at 1,cvei 3. A 
person who needs help with tasks stlould ix scored at i.evei 4. 

Age - Related: 
Score Illis colun~n according to the individual's chronologicai age. 

Degree of Structure Provided by Otl~ers: 
This refers to that set of skills needed to plan and carry out d;ily activities. 
At Level 1, asslstance 1s requtred only for special acl~vities (e .~. ,  
vacation). At Level 3, the person's daily acllvities must be both planned 
and initiated by another person. 

Some exammers find it helpful to view this support nrea in the context of 
a "day off" On a typical day off, does the mdividuai arise independently 
and follow his or her own schedule for the day? (Levei 1) Or does 
someone else have to nelp him or her decide what to do and when to do it? 
(Level 2) Or does someone else have to pian the day's schedule and 
ptompt the ~ndividuai lo perform each scheduled activity? (Level 3) 



Health Care Supports 

Physician Senrices: 
Levels 2-5 descqibe people with cllronlc health cave nee& beyond 
routine physical checks and monitoring (e.g.; seizure disorder, diabetes, 
hypertension). If representative of current needs, consider the 
~ndividual's bealtli for tlie past year and average his or lier physinan 
vlslts on a quarterly basis. 

Note: Level 5 applies om to individuirls with extreme needs requ~ring 
that a physician be available ~mmwliately fi.e., close proximity to the 
pwso~i; this dms not reler. to on-call or emergenq-room F~IYSIGI~IIS) 
and fix frequent mon~toring. 

Nursing Services: 
Refers to activities of an RN or LI'3. Rerrtinder: Consider only those 
activities that a nurse must do. ' Someti~nos nurses ars readily asnilable 
oue to the tyqe of residential setting. When cielerm~ning wixether the 
individual has nursing ncsd,~, rsflect oil whether tlie the nurse wwld 
have to be present for the service to occur. If the sernce can be rjrovided 
by swricone elseif the nlnrse tsn't available tile need is not c nursmg 
service. 

Alfied Health Professionsh: 
Refers to savlces needed from a Speeci~ Tl~erapist, Physical 'I'lierapist, 
Occupational ;T%erapist, andlor iinother licensed health service provider 
other than a ma~ta i  health service vrovider. Score Level 1 if the 
Individual needs to see the professtonal less often thnn once per week 
(or not at all). 

Equipmerit Supports: 
Refers to adaptive equ~pment prescribed by health services providers 
(e.g., u~lieeici?alrs, communication devices). To score Level 2, the 
persoli's equipment sholrld require kcquent repair, scrvlce, or 
repiace~nent (once a month or more often). The actuai purchase of the 
equipment (regardless of wst) is not relevant in scoringthis item. Level 
I should aiso be s ~ r e d  if there are no equipment support needs. 

Behavioral: Supports 

Mental I-Iealth Services: 
Level I services, if any, ore those providcd by any mental. health servtc.: 
provider which aru directed tolvard a temporal? or acule cotidition (e.g.. 
grief counseling following the loss ofa ioved one). Level 2 consultatiun can 
be ~rovided by any mental health semces provider and results in ongoing 
intervention. Leveis 3 - 5 require a formai belisvlar illtervention pian 
developed by a psychologist. The cornplexiiy of the pirn and the experience 
of the psycholog~st deveioping it increase from Level 3 to Level 5. 

Dehavioral Severity: 
Describes the threat of injury lo self and/or ot-hrs, which does or may occui. 
Level 5 applies & to those for whom a soecrai envlmlment is nec~sitatcd 
by the severity of behavior. Note that "life threatenulg" refers 10 behanor 
that poses an unmediate threat of death or severe injury (e.g., severe head 
banging, extreme aggression, suicidal khavior, etc.). 

Direct Intervention: 
Describes tlie extent of staff suppi~rt required specifically for. benavioral 
~ntervention. It aiso describes tlie intensity of such intervention. ?he use of 
restraint [imobilizntion of body part(s)] is categorized either on a 
contmuous basis (Level 3) or contingent upon (i.e., following) a targt-I 
behavior (Level 4). The use of preventive mtervetittan techniques 1s alsr, 
described at two levels: standard ~roceriures (Lev4 3) and speclatized 
procedures (Level 4). Any intetvnltlon that requnes a t  minrmum 24-hour 
une-to-one staffing is defined at Level 5. 



Step  111: NC-SNAP Profile 

M e r  scoring each rten~ 111 each riomai~~. complete the NC-SNAP Profile 
on page I .  The grid iri this section corresponds to the three domain grids 
co~npleted in Step 11. Wherc an " X h a d  been piaced in the domarn grid, 
a c.ircIe is now placed in tile profile grid. Thus; to fill out the chart, find 
the Ievci (from 1 lo 5) w-l-hicli you scored TOT each t tm,  begnminp, \vitli 
the Unily Living Don1ai.n. Circle HIE mre~ponding nnmber on tlm dlait 
on page I .  Continue this proceas for !hd I-Ienlth Core an0 Beh;iriwal 
Do~nnlns. 

Thcn, fix caci~ c1cmal11, connect the nrcies vii* s line, as iiicistrstesi 
bsluw. 

I Dally Llvtng Donlain I llenlth Cnrc Oomnrn / !Jebnr~or.Domr.lo ! 

Nest, follow the instructions to. record the highest scure for mtch 
dolnalr~ in lhe appropriate box under Liie cnart. ~l-ligiiest" refers to 
niniier~cal values; therefore, 5 m rile highest possible score, i rs the 
iowest.] 

Exurt~ple: 

lLDnlb Lhlng S11p1)oris = 3 
I 

j 

/ Healtll Care Sunnnrts = 2 ! 

Then, m the bm labeled "Overall Level of Eligible Support," en tn  
the highest of tlte tnree scores from the lxxes above 

This is the consumer's fino1 MC-SNAP score. 

Example: 
I i Overall Levci of Eligihle Support = 4 

Finally, wmpiete the Cumulatrv~~ Score Seaion 

A. 'The Domain Cumulative Score is dctertnined by adding the 
highest score in eadi of the three domalns ( i . ~ . ,  the scores in the 
three boxes helow tbc profile grid). This is the sum of the 
domain high scores. 

H. The Cumuiative Raw Scnre 1s detc~mineci by adding all 11 
scores; that is, the swre for each item in each don~n~n. This is 
tile sum of scores. 

Example: 

Cumulative Score (add all scores) 
A. Domain Scores (range = 3 to 15) = 9 
(Sum of the highest levels in each domarn) 

B. Raw Scorw (raogc = 11 io 46) = 27 
(Sum of all lcvels in all domas~s) 

1 Bebanornl Supports = d 1 



Step N : NC-SNAP Support Grid 
(optional) 

YIheNC-SNAP Support Grid is an optional b o l t b ~ t  may assist h the 
piaoning for providing needar services and supports. It IS cumpleted for 
each item UI each domain. The fust colu~nn identifies the need mtnblished 
in completing the support grid. Current Nahnai Supports and Current 
Services are next identified (Columns 2 nnd 3). From this desn~ption, the 
plonner next establishes if them is an existing unnlet neeu (Coiumn 4). 
Finally, the preferred manner o f n ~ e e t i ~ ~ g  tha need is identifi ccl in Cobln~ll 
5. An exanipie i s  provided on the NC-SNAP form. 

The NC-SNAP will be administered for each consumer m. or on the 
waiting list for, the sti1te.s Developmental Disabilities Ser~ice'Systc~n: 

C1'71en uii rrrdividz<ul enters llre DL) Sen.1~6 S?.?te?i~ 

Notes 

C~ngXTitIIlati~ns! You have now cornpieled this Esammer's Guide. 
Keep this guide. for future reference. Thanks for taking the time to iean.1 
anout the NC-SNAP. Wlen it comes lo assessing supports and neecls for 
persons with developmental disabilities, remember: The first step is ;I 

"SNAP"! 
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Chapter 1 : 

Examiner's Guide 

The Noith Caroiina Support, Needs 24ssessinenr ~ r o f i i c  jiYC- 
,\:?;;4f') w x  developed in order to respond to a. systemic n??d 
identified by the Iu'o~th, Carolina Developraental Ilisabilit ies 
Policy Work Group in 1997, This system-v.ide nzed kcan l s  
a ~ p z e r i t  th0!.lgh Po!icv \irerk G r c q  discussio~s pertainins tu 
hnding/cost, and consistent and accurate identification 0 1 "  
people's needs for supports and sewices 'The Polic). l+'ork 
Group estabiished & Assessmcrlt Subcommittee \%host task 
~ 8 s  to idefitih a;: sssessment p:otoco! that could bc ~!scd 

'. 
system.wids to consisteritly arid reliably asscss a person-s le\eI 
of kitensity of need dgvelopmeniai disabiiities (DDj 
supports and senices T'hz .Assessment Sukomnlittee (chaired 
b? J .  Michael Hemgel reviewed the avaiiablt litei.a:ure, the 

' . l i  ,:-a- ;.xisting assessment t&!~, md  the clxreit.: assessmen; pi~:i;x-.-> 
of other statt.5. In doing so, it kcarne apparent that nu existing 
t ~ i t  ~ o ~ i d  ade lu~t i .~ l j  addizss the requiienients 
dishc-+b~fie-~-~~i~4%ik--Gre.n~Re~&~+-b. 
Assessrner!t Sutxnmmittee directed the Murdoch Ccnter 
Rese,ach Group md the hlurdoch Center Foundation io ~~; I : ;LIL '  

thc developrrien;, rsssarch? and field-!t.sriag of' assessment 
ii1stru;nent thzt :vould k a ~'alid.  r?ti-.bie, and eas:,-to-ilse 
measure v i a  person's lei?! or. internit! otnetci fbr DD sLipp)r!s 
2nd s:r.yicps 'The ;c...,Sil.r.!j? Is the t.-sclr of 3 \ r:j.j 2nd 

c@urlti$ss h o ; ~ s  <f'vioik b) (3~1% .* - c<i>~]e . in jefiic:: j'; 5:eZi 



i i:r ~ i i t h o i ~  ale gr'a!eful fii. the coopera:i:~n 111' 2.9.17 persur!~ i r i  

T i . .  ..,c s & r b I ~ r :  a,.,.. s;+:i?m and ihek guardiw,~ m d  f'amil.ies -, $1~; :!.r~ 
:ippie':istiie cf t h  sLlpDoit Eon1 0 ,zase managers azd 
iir:nxr;?as pro\ idrrj  illr~3tighogi the s:a:e ;ik; nssisted ;:I; !!x 
re.sear.ch m d  field test 

Purpose 

1 his E,saininsr's Guide is p:ovided as ai: aid for ssan1insi.s 
cmif ied [d administer the iVC'-.Shl,4? The ;YC-.5.3:IF ii hen 
gcompleted, wili indicate the intensit) or It\?! o f  need in thi.ee 
i rnpor~mt dornains and provide an u\erall !eve! of' need !br I ! 

suppGris '162 three domains are (1) Tlaii;,; Li! ing Supports, (1) 
Health Care Suppor~s, and (3) Behaviorai Supporrs. Ths i e x i s  

i 
I 
1 
! r z x e  - from 1 (low need) to ,j (ex-treme need) in each dornair! 

and hr the osera!l score 
i 
I 

...: ! . ..:. i 
!:7;L7rn administered p~.opeii::, the ?,'C-.S:Yi'P $5 il! pro\ id2 a i ! 
reliable, lalid, m d  consistent method far dciermining needs l o r  j 
a psiscn ~5 i:ii de~elopmcntal  disabilities It stlould hnstion as n . .- : 
s r z ~ i n g  p ~ n ?  ;or the d2velopment QF a pxso11-.cenrered supprjr~ j 

plar! It isi!1 aiso provide a siat.tet!~ide database io assist in j 
, .., . . 

5) sizin yianriing, m ~ n i ' ~ . - ~ ~ - , ~  rvlLli5, a d  accour?tar;!!.!!), It ~!~>!!ld b~ 
.. i ~ ~ ~ ~ ~ ~ . ~ ~ e ~ h ~ { - - t ~ ~ : : ~ ~ - s ~ ~ i - ~ ~ . ~ ~ ~ ~ ~ - . ~ ~ . . - ~ . . ,  -. , I  

i t  is not intended to replace an? formal professional or i 
diagnostic assessmeili insrrument, I I 

! 



7.J 

i r l e  hi'-.S:?A? is divided into fozr pagts "rile first pacle - is 
iii~iiieii inlo t h e e  parts P a t  i obtains generai ba~ki.:o~ind - 
inkrn!a?ion or! the indir.idua1 md e:ieniner: Part I1 contains 
creneial instructions about scoring the ;~,'i'-S,:\;4P; m d  Pa17 111 C 

1' p i ~ i i d e s  a graphic profile sunimfiy :or i l~e  con?pIe:cd \'I - 
.S?%:4?.. The seconri page contains items for the Daily L i \  in: 
,-. >upports lhi-ilain Page three contains ksna fi;:. the Hralih - 
I- are Suppor~s and Behavioral Supports Ihmains .  Page fi->ur 
pro\ ides a i d  for list ins cur16n1 needs. suppo:.ts. and 
prefeience~. which be useh l  in ihz ds ie lopn~rn!  of' a 
lc.-c !.ci >3c. centered p!an. 

The ArC-S,:i:I.P must k comple!ed a ctitified esnz~inei  
. . 

:&% ..*,>. [generall) a case manager or Qualified Ds7,etopn-ientaI 
Disabilities ilrofessionat (QDDP)]. Urhile the :%c"-Sit:-1 P can bc 
coxplered in a \;ex.;;. brief period of tiine; the e:itiir!ir:er 1~ tx 
prepared with a thorough hor+ledgs  of ths incii\,idual 
7,  esamiriers ivl.!o do not h o w   he indi!:idual \yell sho:~ld .. caiher 

1 '  , . '  iecords w d o r  ~nformation fiom the indii idual o r  Earn someone 
:rho kd7-;rio;3,5 th: individual rv\i.e!I 



i i  :I acc?picrb/. lo ijjr multjp!'e so1ri.c.e; 10 pu/her nccc.\ !:r? 
J O Y  .If (1 :.!iycregi~ni.~~ ij r~c)[eci i!; i ~ ; , / ? t ~ ~ ! ~ ~ ~ i i o t ?  

provi~jed 6): two differenr . .. sources, rhe e>>7nliner \.ho!tiil 
ftj~li..? i J ~ f  ~ S L ^ I C ~ U ~ ~  t h / ~ ~ ! g f i  jirriher djJj;ilti~io~: i;i h~ 
jegkifig ai:'c!itiona/ itifiirmutio~ 

Compjeting t h e  NC - SNAP 

Step I: Background Infarrnati~n 

This section contains basic identification infbi.rlation regarding 
ihe persoil to k asszssed, the exaininer (person filiing nu: th? 
, . .- .- 9 

.\ C -S:j'.4 P)? and rhe date of'ihe assessmenr I nere is also a data 
e n t n  cotersheer that . . shou!d 'ix filled o u t  This coveisheet 
provides ~ertineni information f o r  the siaie\\idt. databas? .Afier 

i:<- +.:$ :; c o ~ ; ~ o l e t i ~ i ~  . these, the examiner proceeds to the i'>omnii-i 
Checklists that &gin on Page 2. 

I 

Step 11: The Donlain ChecMsts ; 

.?. 'T'tzre llie three Domain Checklists: Dail) Li l ing  b~ ippor :~ ,  
t h l i h  Cart Supports, anii Behaiioral Suppofls. Eaih dormin 
lists sappo:: t j p r s  in bold print along the top anfl ic\el o f  j .- .. -. . .. .- .---- 
-I?: t cnsi!). in EdbpZZXGgTFsldr.-m61i~isi[y is . ,  

!1 - , I  ordered fiom " I "  (riiininum) to (ma?riii;un) The boxes i r ~  ! 
, 

:ho remande: of' the grids - l i j i  d2sc:iptiuns of :he suppoiTs at 
i I s  f i s i  Not all S L I ~ P O T T S  w:. dixidtd inlo 5 
!<;'!5 !?.'h;.~:_5:~ r?:e:e i j  &sciip!i~n of 3 support a? a $\en 
I,-t,e!, ih? c ~ ~ i e ~ p o n d i r i g  - box is shadrod iighr blue. 



! I!. :?C''-.$:Y;:'\'-1P is compleied by reading the descri~tions o f  !htt 

I:. e! 1.f sr.pp.a:?s in each columfi Eom i9p dobi-fi \m:i! the 
e s a m i ~ e i  iden~ifies thai description whish besi drscr.ibes the 

.-.. ii1di:id:iai s nesd i i ~ r  that support. I he coriesponciing box is 
1 8 7 7 1 1  marked ~ ~ i t h  an n and the examiner. proceec?~ to the column 

f:~: the nee S s p p i t  uniil all thee  domains are con~pleted 

!'n complrthg the Domain s,rids, it is irnporz~nt to facus on n ha1 
rlle per.son P I ,  not on \\hat the person h2s not+ or. on nhar hc 
or she may need in addition to current s !~ppr t s  'This sho~~lc! be 
done \.i.iihout cornparison to other people's needs or suppo;;s 
' T h t  fzct !bat a p e r a n  ilia). be r.ecri\ ins no:? or 1::s~ than he shi. 
t r r i l )  needs is ineiexant at this point. 

r h t  follo~\ ing section ela'mrates on the scoring ct ittria fi,: ihe 
, i.a;.ioiis s!ippoi.is iil each dopain. 



Describes the number n f  ho~trs daily that a support persail m:lsl 
be a~ailabie lo assist ihe hdividtral in --- ciaiiv 2ic.ini S L ~ I ) ~ , O ~ ~ S  

( e  g : self".cxe, aciisrities ofdail? liting,) GI tc ensure safer) Thr 
ci.i!ice! distinction kiv:een . . levels 1, 2:  2nd 3 is the n u ~ n b t r  of 's -  
hour time ~er iods  rhat are required fcr supcn ision h'loii [hail 8 
hotus uu to i 6 hours describes ievei 2. while more ihaii i 6 
b,c!,irs desc:rikj l s ~ e l j  3.  4, or 5 ,  Est~erns need (Level 5 )  

' 7 1 '  . . 
describes a person i ~ h i j  req~kes  specislizra L . ~ . . ~ o u I  sl.;per\Is;ori 
w i t h  continuous moni~oring, 

?\;O!E Li'i!$l 5 fi%d tkral~ghiu; [hi. AT-SVA P r e f ~ r  r !o 
::,t:isrin!ly zx.!ren!j need 4 ;  such, Lnyl 5 sro:.es s:ic~u/ii hr 
iinionrmon IJ.;+ei ea.s L~.~yls  1 !h,yx~,.i: ! r.?r;e:: -ii rnr :i C ~ J  

cliong a conlinulm (s:;ch [.hat Lex-el 2 is :i~~li!:i>bl~ 0i;i.e iht. 

,!,rye1 1 description i s  en.cee&d, e t r )  i e r s i  5 reperetrlr - .  - .- -. . . 

~ ~ F f l ~ ~ T T i ; ~ o i e i n i r n  st i27irrT2\.e i Y 
. -- - -. 

i hree ?;qes of assistslnse are &jci.j&d: 

5linimaj assistance refers 11; rhc use of'ierbal pron~?ts  ---- - . . , >  , or gestures given at a crl;~cel paint i?, !ht ce?t.n?\ lor 
sequence such a; a ienindzr to biiish ieeti.1. 

r .  
, . . . .  : . ~ 



' 4 Partial assls~a~cc refers !,o !he use o f '  hands-on gui:ia!i(:c -- .. 
,..r ' pat 0 ; '  [hg [ash r;!s{&lce, [leiping & pci$sg ::"; 

r or! a \\aier ~a~cc'!) . ,  or co~npletion of ~ u n z  paz :-of the 
task (for instance. xsashing the person's 129s bcciusc 
sheitie zannt:i do i~ during a shoy,.sr), 

Complete ----- assistance requkes that a c~egiver.  complete 
all pa-rs o f  task, although a caregiver rnay gei sorne 
par-tiai assistgncs from the hdit.,idual. such as :he 
individilel raising his or hcr arm during bathing, 

Extreme need (Leiel 5) i s  distingu~shed b> the a b j e n ~ ?  ------ 
of arrf fern of participatio bj the inilii.idua! in an) i 

mi; 
! 

lhis section also distinguishes four tjpcs of'skills: self-help 
(e.g, .  handwashing? eating), dai!) living e . cooliinil. - 

F.. 

~i:?.:~~ .. ... ., . . . ., ckaning), decision m d l n g  (e g .  planniiig ac:ivities, ~-r-taking 
' 

puichasesj, and com!,iex skills {es,, Enanciai p!anning. h.?.l?h 
p!znnir.g) No!e that the dtsci.iptions of h t h  !he !!?e of '  i 

assistance required ant! th;. t)pe of skills compizt5li change 
across leve!s, 

persons ~ l : o  CZI ini?ei;endentls conplere some tasks \ii!hii\ a 
skiil aiea je.g., diink fion! cup. i.emoving coat.. stc : siic1~!d be 

---.-Tf*r&3&.t.p~";-.?&.-.+~ pF~.~.~;~~-..II~e~-sS..h~~p ... ~s:i?h-<&[r~/;r 
sho!~Ir! k scored at I,sve! 3 ,  

r9ge - Related: 
1.'. .- I.. . . . . , -- ..,d' ;...I 1 ' -  .-!.-. Score i , j l j  ~o,ums &;:c..cji;ii>g :.. h i  1, :\ ,Lua > :b,d~ni:!c>g,i:;li 

q,?P . -" 
L. 



Degree sf Structure Provided by Others: 
7 , .  

1 tiis ref-.r,. L.s to ihsi afs,t;ills needed to pl2n sad cuq, ou: d&ir . . .  
activliles, At 1,evtl 1, assistance is rey~lked only i'or speciai 
actiyiiies (e.g,, vacation). At Levet 3, the person's daii) 
ac~is.ities mu? be txdi p l a~ ied  and kLiiiattd b y r  another person. 

S o n e  e s m h e r s  find it h.eipfill to  view this support area in the 
of a "day oE." On a typical day off. does ihe individuai 

aris? independently and follow his or her own schedule for :he 
dajr?(Level I )  Or does someone els.2 have to help himiher 
dccide w h t  to do and when to do  i?l(Sei;el 2) Or, does 
someou.2 else have to plan the day's schzdul~! and pr:on;pt the 
i ~ d i j  i : j u ~ l  t g  ~ ~ f i ? ~ , r . ?  e ~ c h  schd~jled gct.j{ ii:;:?i;: evsi .I) 

Physician Services: 
Leveis 2.5 desc~ih people with chonic  IleaIth ca-2 riesds 

. . b<)oi:d routhe Fhj;jic.I c;?,.cks and irlocliorlzg ',. g , seizure 
. . m r d i & t s h p c i o  n),-Jf. rcp~~s~r,iaLi-x~.nf-cu~~~---..-. 

needs, consider the individual's health for the past year 2nd 
awrage his or her physician visiis on B quar?erl.; basis.. 
t ', t;. 1 ' -l:.,,: . I , , - ! -  . '-L ,-+ .,s.-o +.2zJ- . ,t,. L?ie! 5 2y$il?S ~ d j '  tQ i ~ i u i v i k h c i i >  ' f i l i ~ ~  € h c ! ~ ~ i k  I I L ~ U . J  . . -- 
r:c,!!,;_r!nE th?! 3 phyjjcia;i I:< a1:aiiablz irnmcdiate!;: (i.e , ~! : ? s t  
p;g:iim;L) io the per.s;ln; this dces not i D  on-call or 
e77,=rg.a . n ,-.:--. ,aom phjsicisns) and fr?r 62quent moi?jt~i.ing ., 

I - S  



... .,. . . .  . . ;<?;?IS i" a;.r lkf ; lps of'.- 
W L  .. - 6 .  , ,:; t!,7,,/! <:';;: tor>- ";.:: ..,; i ,  :'>ILL.L b:. ., . . .  

itioss aciiv!fles that 4 ill,ii.Se nxst do Someiimes nurses are 
i,z:di!) a$ai!ab!e due to ?he ijpt fif rejideniiai se~;i-rg  en ! 

i ir;-,~[=,-mi..ii% i::hcthei. the id iy jdua i  113s nursing nrsds. r.eflsi! i!ii 
i1,hsthei thz nurse would have to k present fclr the sei.\ice to 

T i  ." ccc:.::, 1; the sz:l;ice can br provi;&d bv s!,meonr else i r  the: 
:lurse isr,'t availsblt the nezd is no; a n!n:ii.~s ser?iice 

i 
Allied M-salth Professjonals: 

-.,. . . 
Refers to sti?.ices needed f o n  3 Spcech inerapi;!, Phys!ca! 

, > -[h;:arpist? t - + ~ , . ~ . ~ ~ p a t i ~ n a ~  T:lzl..aFjs[, ~ 1 . j  i.: z i g r L ? - y  . . .  I , + ~  !;;-=fq::a,+ i : . y . t . ; . , A  

hezlrh service ~rovidzr otl'ler thixq a ae~in;a! hea!th st;.'. ici. 
,oio-qi&r Score Lev:! I i f '  the inrji~;id2:3] o ~ e d s  th- : 

profcssiorial less often than once per week (or no: t a!!) 
./-x 

~. 

Equjpment S U P J M . ~ :  
Ref2:s ro adapti7,e e~uipm2nt ptescrikd by !i.e.alth ser.\ ices 
prohiders ( t g , ,  wheelchairs; comunlcstion del*ices) i 0 sCi,re . .  . , 3 Lei;?! 2, rhc. pcr.sons qi;ipm<r,; snoc!d ;q!.~kz .%~IJ:;:; yri:. ,  

- - stnice, or replscemtni (once a monrh or more of?enj I h? 
j ' 

.2ctu?! pi;:chss.z of :he iiegsij l=5j of LC,. . : I., : ":" i iL . , i  

--. -. .. ek:aat ... insccuiag. ~ r I e r n . . - L e j . ~ l  . : if -- 

ther? are no equip~nent s u p p ~ i ~  nzds  

Mzr~tai Health Sewites:: 



!::~).nditiiir! 0: ;m , grief' counselinp b l lov,~in~ - 1 he !o.ss of a in! ei.1 
- 1  . , T % .  u7,,! - .< :  ': .- LLf,,2;jlta:ior, ,,nrl can be rn!i&d t;l: ar;v n;t.nia! 
h x l r h  sei-~.tce pra:.id,-r and results iil ongoing intei.\.:niioi~, 
1 .>, 3 > ' P r r l r  3 . . . 5 . rgrzla] behclic51 L?ters2n;i~:j pi2n 

d t~s loped  ;7> a psychi~lo~ist .  'The compl~.;icy o f  ?h: uian and 
,L ,he expeiiencz of' ~ h s  os;i-h,?logi~t dzvelnping !! . !.ncreas. . &t?[~: 

2 ,  

i . t?ei  j t o  Level 5 ,  

i 
Describ.es the threai of injury to self and',, c,ti\ers, v,hi::'h doe.; 
fii z ~ a )  occi~r: Level 5 applies gi& t o  those fc; shorn a spccia! 1 

-, . ! 

-::$i;:>~Ln:l$nt. i j  r.e<:.essi[?b7,cd b i  s<$z;ii> &![?;is1 ?"-+ : t L' !, %. 

ihat "life !j..egefiFq_eV refers to ku;.h\*io~ thar yosts ar. 
1 imn~idiate theat o f '  . . dea;h or severe injury (r g.? severe hcad j 

, . I.--. ' 
~ ~ ~ i l g r n ~ ,  -. e3utrcrn.z aggressi:3~ suicidal bsnav~o:. elc ) 

/ 

Direct 1ntzrvent.ion: 

:&.*- .La p.$<=-' 
. , . . , ' ~f s:aff :;spy:l ie:,:uked spcciEi:a!i) f ;~ ;  
: ;- .r  . . L . ~  ir $ 5 3  dtscribcs rh.: intensi;! o i  su::h 

. . 
1 ; ;  Th::- me of :2s~r.akl! iimrojil&tis.r: of' 

j:;ar/:(s)] is cztegorized either oil a cor!:inuous basis (L.e\t.i 3! or. - ..- -- L L .. .. .-- .,- .,-.-. - .+, 
con:lngt.nr ityon 1 , i a targel x n a ~ ~ ( > r  ( ~ C E T Y ,  
T 1 . . 
1 i;e es;- of pye;cntije inr,-r:,eiltion tecbiq!ics is a!so d!~c;.ib.?d 

=.. ~- i-$ , : izqda;.3 pi.~cndv.res [ l e \e l  3) aqd  cia!.:.-,^ 
- : , ; .  - . 3 . , , j  I ) , , i i  - . . I  . -.+I.. L i i d i  I ! .  :(i -- . . 
3 . . : - . :  . , . : . , . i  , , - , : ;  * . ~  .- L,$.i!:;!,i: z : : : - ~ , . : , ~ ! . ~ ! ~ ~  g~F.r!~ { j  .j::ijp,<:j a! l,~..,?! i . . .-. - 



.&.fie: scoring each itefil in each domain. cc!mpizie the ;\'~...7j?1/.P 
7- .  4- r ia!:lt oil page one. The grid in this section curresszds to ihe 
r i l r x  cisrriai:~ grids cr;fipleted lil Siep 11. \$'r:e:.e "X!' hod 
he?:: placed in the domaiij gr.id, a cliclt. is nolv piaced in th? .. , 
7..,.7., i , t ~ : l l e  L s:id. Thus. t o  $1 clit the char.[. find rhe Iex:el (!ioi~l I to 
5 j  :l.hich >ou scl?red far each Irem, bcginninn w u i t h  :he Dail) 
i ?  1 I ,  C ~ C ~ S  th2 cor;espondin~ n i~n tb t t  on the i :%~ 

on page 1 C'ontinue this process fi3r ihc Healih Care ai:d 
3-1 I r r l i ~ i i i ~ i . ~ !  . r)a'"":" - - .1Cl1113 

. . , I I '  .?o:e [l ;,j ?!> ;:() ,tn:~ D;/J;:;> cl ; )c ! j ! [ / ;  ;<I < / i  :;!<I 

c-:riln rho! coziid n;Y>cr ihe /i~:al si:o/~! 

Th:n h; each doz~ain, somecr the ckcles l.\ith a line. 2s 

iilii~:rat?ii &ioxv, 
. . . . .. 

<: 



Example: 

Dailv Living - Supports = .3 i ----. -2 

i-------' ? 
1 fgea!th Care . . Supparts = 2 + I 

2 

I 

! Behavioral Sapports = 4 1 

- -- -. - ----. . -- --- 
kvern!?  Level o f  Eligible Support = 1 1 
I--- ,------- 

.ii Tile Domain Cu~pulari-,~: Score ir; de:ermin<d bi 
addkg the j ; i g h ~ t  sc3:e in each ~ f ' r h s  tkee dornninr: ... i.i,e., [he scores k1 the t f .~ee  b:>:i:s ><!an t i :  pi'c!i!le 
! This is tile s!Im cf'rhr dornaifi high sco:.-s 

B. ~ h . 5  C!;mu]a[ive RIW Score is determined b >  adding 
--.--5., -- ---~ 

a]]  11 scores; t E  (fie score ?or eacF !ten? !!I eilci; 
7 - 3  , m i .  1 nls is [he SUIl? 0f S C c ? i ~ 3  



Step :!V (optional): N~,'S&,4PSu~oor.t 1 1  Csid 

The ,:vc'-s>,;\i.417 Supr r o r t  - Grid is ar options1 tool thzt nu! assist 
ir! the ?laming ~ G C  p;oviding n.ceded services md supports I: is 
i:ompleied f ~ r  each iten1 in each donain. T'hi: firs? ::c;iumr, 
i:dentiiies the need est?b!ished in coiriplrting the suppoi? grid, 
Current fi!~iusai S 1 1 p p i t ~  and Cur~ent Sen ices are nexi 

r' identified (Colu,nls 2 md .3) rrom this desciipiion. thc 
plann;.r nexi establishes if 1htr.e is an exisiing unrner 11ced 

(Columr, 4).. Firallj ,  the piefexed manncr of meeting the need 
is ideniifisd in C ~ l ~ m i i  5 .kq esalnpl: is p r ~ \  idzd o r i  ihe 1°C'- 
S;\',<F' km1, 



% 7,- #',s 7 4 n x Guidelines for r u t  . - ~ i v ; l r .  ins t r  iictfirs 

Introdu~-tjon - Teaching cthers t adnlinistrr the \'C'-\\, '  I!' ------- .. ,cT- 
ij ncr a il~mculi It does, ho\s.el;..er.. rtqi.~irs pr.:pa;arion ~ i , ; d  
>ttcnti.il i detail. Qnce you ilaxs been ceiii6;::il ns a!! 

\'( - \ 1 ' , /  1' inriuc:or 0;). ai~ending irainifig offiied b!, the , - ..:, . 
aurhors, you ria'; teach others The follqiiing outline \ \ ; i l l  assist 
r i i u  in cornplsting this rask 

Mat;j-jajs - A IJ~' thz , . ~ \ { ~ - S ~ \ ' ' . ~ I ~  
-. . <  

i- r,sarnlfiti''s Gilide, ;;,- 3tiniple Gas. Kisioi? ? I  , '  afii: . , ~- hfifi;plc 
. . 

Case Hisioiy $2" should Di: available for each p3iil!:ipsrl! 
In.;tc,ii;tl>ij; shcui3 have ;l re2di sgpplj of';Sac?2!t Cajc Hijifi!: 
4 -  , '  

a0 . *.r... in case of n;,d,,. .:The ...ir!~tr~!cto~. ~(j!,! .3!~o...ns$i- n. gso4 
rji~aiit) ie1cs.ision arid VCP, ta shox\ tiie ;\p'C'-S:!P l.id:o!ap.. 

'Tinje .- .:iiiio::i 2 i)i;.uij fijr tr5iniflg,, ilizn; casts !!I? ai:i;i:lI ..--- 

i,in:: ::.iii 'cx 1zsj. You nest allox,\ adequare time i j r  ~h:.<:kiiig 
'1 . ti:c: ascu;Eo\ of each pL:.;!icipen!'s : \ Q J . ~  ant, con!piciin; ii:c 

. ,- . .- .., . . 
..LI :,i,!C?.ili)Ti pri:czs'; 



' ̂  ,,, , ,. ., a ??;. ::c . is a bIiej' ass.:si;zl:i:i I:L?~ 7 :,c.) 

7 . .  dt.i:rmine indi~.idual n ~ e d s  in three dsxiain;: Dail? L.li,l:ls 
Suaports. Healrh C a t  Suppons, ml! 3:hal ioinl S.~:p,--i?r.i~ 

,- i t z m  in eai:h doma.;ri are ~ C O Y ~  or, a r~ l . e - ie~c i  scale The 
?saniner then completes a brief' scoring! profile I:.:! 

. . 
uptional support stlnmlair> is availabi;: 5,;. LIX i g  ~:ss!s:I!I!: - ii! 
the development of a plan for. s1.lppoi-1 

.- 
a 1 he > , ~ ~ , , S i ~ ~ ~ P  is -- not designed To i2glScti s i ~ l i J i ~ i 3 ~ , ~ ~ d  
zsszssmsnt instnlmenrs 9 , . adirlinistzred b~ - .  . . + 7 - i... ' pi.o;essi~nai siippofi 5rhlL (+:Jc;~ 25 c i g f i : [ i i ~  ;cl..'l sd;.c:i: 
ssvchologica! . . .. evzluations, physical a n ,  sp~sc':- and 
h l z i n ~  - ei,alilations, e t c )  

. . 
. : L , = I'ht - can be heipedi in tl.~:enp.!ni:i< - ail 

indi\ idu&] pian of slipports se;.\ ices, i+l..;ci.e.o:e - -  .- 62:. 
. . . . .  ,. 

can also be ~5er:f by a:??- and siate ai~rh~r i t ies  ii?r no:::rnii;,!i! 
and planning 



.-. >:!.pdents iri 1h.2 miis: sui.ccssf:~!i]i i:o,.j.ipietz t i ,?$ ',,'('-s5,): .;j' 
7 '  ;is:j~~sn;:[$s tising stanJz'Jked csse ninor izf, . . ! 2s 

17 - '  .‘Sample Case His:,ori. +1" and "Samp!e i'sse Hislor? ;cL ! hi. 
>. . 
rl;.si casz k c-mplt.ied d ~ ~ 1 , I ) g  the \id.e:, piesc:l:atior?, 
4.1!0!\ time 5;r sti.j<jents to read 'Sample Case 'rli~i~clr! = I "  

I * . ,  . , befar? sixtine - [he vi,,ko ~vhen the \iaeo progi.Zi1 i n~ i i . : t~ :~  

., I c. ia1.1 io pause, the studznrs shouid be given t i n x  fi7 ~ ~ i l ~ p l e i ~  tb-  
inr?;i:za[<r?; puf i io~  of , '<s . t h ~  
insi:.:uctij: sh~>!jjd \ )  x ~ ~ q d  the s o .  arsi\cr ing 
. ..>,: -,+> . &> . -  dkL(L;cii:> . - - ;;I] L:J, , [ I ' t,,, - ;:,, I + z 2 .  r -. :?L[;A:;>;s . s;l:>t!d 

, .  . .., egcouraoed to rioid "bbo<i;;iilg $lead" 01 ;.iit ; i! jeoiz~z ;:.3 IF,!'. 
C 

I 2 . 2  i r e s ~ i t j  ja en0i.j 



:\,I '.>;\>j/' asessnleni ilsinc rf,e irifosor.ilja~~oil pis.; idcd ' 1  I!., - , ,L 

i~is!ructors shouid alloiv students to coinp!tre ihir ,i5'-,5i\"i-.Ii' 
"-a,- s :~ ,sme .~?  Lidependent!).; question; ma:; 02 asswered. but <arc' 

should be taken to avoid helpkg the s t ~ d e n t s  till out the ibriii 

If '  the studex!. completes this second iYC'-.S;\;iP coi?ec;i? ( i t .  

qtfa;m c o r ~ t c ?  scores for rhe "Qierail Letel of  Eligibie G .  2 

Suppan" m d  the ib<ec Deiiain Scoresj. the instri:stoi inas 
procse!! \i.i:h certilicatinn (See Chapter 5) t f  not.. the si~ident 
shouid k ofrered cnrrectis.e feedback and thcn g iven  a th i rd  

I .  s:ai~dardized case fiis!oi? ['"Sample Caj.-. I [ i s ~ ~ r >  2, j " ' f  as ;I 

[etesr To k~ certified, the trainee must complete one ot'thcsc 
, ,- is!j! .i:i'..S',':,j.? assejsrnei;ts c c i ; e ~ r l ~ ,  i i  [he studen; di:jc:; 

!lor r~ssi this criterion. heishe should bi: schedqlcd r:? i1:icnd 

another tiaining clzss:' 

.. , .  .L 
2.. 

g >,:3ft. i .  :'he !h:ee jnmpi? cg;: /jjstgiirs m.2 il;c.llir!t#~C ti/ 

[he end uj' this chgprer Lac11 co)?:ni~:s i?il rhc 
iqroin:ui!on iiee&d ro coiiipie~? rhe .h C'-'S:\;.1 I? 
.51'?;den!? .shoii/d be cc;u:ioned ihu! ~hec? c i x  

abbre,~:ciied ~linjrnarie; ...lh*ire rhem - Ho/ I O  

spec~!!a!e (7b~!:.!ri needy or it!fel nee:lr i lr~?! rirc !7r:1 

. . . .  . *.. . - . soecfied. .-.%.- . . ~  .. . 
, - .~ .. . - -  , -  

a hT~/ t?  . ?  Dijtriblii~ !he f ir~r case ai ihr Srciri c j '  C I ( ~ : \ {  
Dlst:ibu;e !he yecond caje c$er i'he :!LIto I\ 
ccnc!tcded 

i .-j cijmD{z;-5d :\.'c-S]<"' P,:gjj:'i. :_r L / / ~ o  i ~ l c / i i t i i l i /  

, each jomIg]r rase Rpme.~lSpi ll'!;::~ 
r~ i*!r , i~ i~ ip  !lie S I C ~ ? ~ ~ ( . S  i;!;71t7!~it;d :\,'('-..5? I" ;! 

is no! ri?coJ',yai?t ;o p ~ c r e d  iieni..icj-.iic~i?? 

/ t i~/cad ,,y,r$$, !!:Q! <:// $:l:$?ni: gt$:<!!>l l:bz !: <!r,r:z<,/ 

()1,2r[j/! !,e;.e/ q'' L;jg;b/L> .?':/.g,p;j,?/ ' ,\;,{!,! c, ( ; I ! : :  



i 6 Siuden:~ i t ho  ozrivr !ate j i tr  clnss gziiei-n!l: 
s j?gL l jg '  he rp jc j ;e i j l i / rc ' ;  for ;.noiher c/css :/' (;:?\ 

;~:?i\:e ,@!g~~ai?g  he , 5 7 5 ~  p~~l i sg  12 \'i>:i?i>tii[?<' 

ur;!esi'al; ins:i.~;cror is ~nsa!lah!e IL? 1\01 k !i;~i'(./l,i 
:riih !h? s i l ~ d e n f ~  ;o carch !he?,] iip 



NC-SNAP Examiner Training 

3arnz: A!ex Smith Unique ID: Sh.1IA012953 
~ i r i h d ~ t . :  2.2,9 ..j 2 SN S X  No.: 987-,65-,?32 1 
Addiess: !23 Uphill Drive Area Propam: Crossroads 

A n y t o ~ n ,  11SA 2'760.3 Coun!? : !I! 2kke 

Phone: (9i9) S.jj-I2!Z 
Date ofSing!e Por.~al R ~ ~ i e i ? ; :  '7- 14-99 

41e:i is a mzle Caucasian diagnosed uith Doi\n Syndrome. rnodtrzrc 
n inca l  retarda:ii;n, rni.derate bilatira! h e ~ r i z g  loss. arid rpiiepj> He 
h3j had no seizuiej for the past 3 y a r s  and he t ak .2~  depakoie for . . 
srizuie conti.01 He is monirored quer te i l  by his physiciar! Ni:i.sifi! 

services are requiird foi routint health care onl) 41ss 5i;sar.s hearing 
aids vi?hish he can care fir. independently and \isits his audiologis[ for. 

.: . : -. ..-. .. senli-,annual ch:ckj 
. . 

,?,it..:, ! : ~ e ;  ir! s jupi?rs:ised apartment sqith assistailct fi.om .stsf!'duri!lg 
\ i ak inc  - hhoa;s iS:iO Aivl to 10 PM) t-Ie requires no sup?i<iji@n al 
nigh!. Alex r?quir.cs no assistance i n  some selfl.help and dail:,-lii ins, 

., ., 

a:;as (dressing., p m r n g .  and dining) Hs r~ctdj :srbz! pr.;zrnp!inil - ! a  
iltajh arid fold his clothes, bathe thoroughl!. and complete general 
hxisshoid cl:aning duties (c  g.  mop, iacucin clezn windous) 

- - - requires ... complete - -------...--.--.,..,..s-iKi---.---, assistance in preparing meals shopping, sha\ in: 
na11 ca re  and 1:nanc;a - gementll, ,e paying - -  - . .  . 

For. the pa51 i 5 >eai .s ,  :Alex has been tnipio!, t? 7 haiiis per d a ~  i n  1: 

s r n r  .,.?-b~n;lec' shelrr;.ed v,orkjhop. At the \+orishop. he assemhitj . 
s:nsil ]t?ms, eajning a j ~ u . ;  per vie& Aies can plan sGmr jimpi? 
act is i t is  sgch 2s ~5atching TV? sinins on the poich grc:ting 

. . 
,n2s.;trjb; or ,; -*. tari;:;;: abshac! palilr!ne; in ;:?::r~s!cr e>. .?;, ..\]C i .. . , .  
ier;ui:ej e.jsistanct planning .jam:: dsils aci~\!t:es such 2s sho;lping . . 
r clothes. purc'hasinp - rsi!e?:i:s or suppiies, me~ica i  . . . . .  . e,p~ ;~ /n tnen t r ,  ~ r .  an? 1ei5!lre cr rxreaiii;na( aciiSlZe; a;\?! ! ~ G T ~ I  the 

;A : 
~ .*.. . :q>;v 



i;ilii;e ' Ales i~nderstands thsi it is unsaf: to alloiv sti.ang:rs i i l i c~  [!it 
h0jp.t: and ;j: h;j;\s hc\;. t~ noti$ 91 1 ir. an efiei.nt.nc\' J . ! !:sin,.! a e 
prociamneii - ielephone 

4leu occasi~nal l )  has difficuli;. getting along wi th  cc7-:toikci.s 
:i.pperenti). because of his impaired hearing, co-'ivorkers :+il l  taunt 
him fr.om time-to-time When this happens, A l ~ x  will becorn? upset. 
;,elling at his co..r\orkers and threatening them (but nsver actuall? 
ph) sically striking a n o n e )  Following behsvi~ra! consultalior: from 
a rcgional resource, his voca~ional i~atruztors began fb l lo~ \ ing  
int.:iiupiiorv'redirection guidelins developed fbi 4 1 r x  Also ir, place. 
is a simple reinforcement procedure i~ enhance app!opriatc srjcial 
ir!te:actions 



,$~;ylpl:g C'dj~e fjjs&yy *.. # f * A ~ X  
I2~i;iui:tcti's Scori~ig Profile 

. . 
...... -.; ..... ...... Daily Living Sapports = c3 Y 

-- -. ... 

4 1 Health Care Supports = 1 
L. ~ ~ .-+L--- --+- .A 

Carn~llatke Score (add dl sclsres) 
6 A. DQIIIZUI Scores (rzmnge = 3 to ! 5) = , 

(.Sum oi':hz high-st levels il cash dornain) 
5 &vi Sciji2s (:~,ge = 11 + .O +,, :I 6) = 18 - 

<Ssm ct'zll leve!s in a11 domainsi 



NC-SNAP Examiner Training 

ha!;lt.: hlegan .Jijne.: Uniciw 'ID: JiDNb..l! F 1680 
Eirihdate: 10-1 6i.80 7 ' -,- S x S e c N o . :  0 i : - . . ~ ~ - x ! S  

,,. - c:dd:ess: Route i ? .  Box !01 Area Prograrn: Fooihiils 
Sornetou n. LISA toun!! : Burkc ,-. ?bone: (528) 555-,1212. 

Date of Sing!? Portal R:vis\i : 9-1 -39 

Megan is a Female Afr.ican..Anei:ican. Her history indicates noirnal 
.?t.;tlcpi:!.:ni as an i~lf'ant usti! she con:r zczsd sil e n c e ~ h s i  iiis 
i n k  ction As s result, she txpericnced severe dsvelopmental 
cofisequsnccs including poor motor developmenr and speech &la\ 
Megan can znbulate only shoi? distances ~b~ith a very asikward gair. 
She t)pically uses a ..\a!ker ii' ambuiatine in0r.e !hsn a f'e:) feet., 

. . ?<!egan is seen serni.,.annually by 2 physicai tii~ca?ist t~ E S Z ~ S S  her 
range of' inotion and to maintain her ~ ~ l k t i .  She C O . ' T I T ~ ~ U R ~ C Z ~ ? S  b! 
inaking noises to indicate displezsure and srnilzj ta indicait pleasure 
She has generaiized ioiiic-.cloriii: seizures tfiar are ireaied ;\.ilk: the u s ?  
of diianiin. phtnobaibital a d  tepetol  She has 2iei.aged abcut threc 
s5izuies p5i raonth fcir the pajt yea: As a rejulr, she is seen mcnrhl! 
b> hzr piimil.';~' physician 2nd zpproxima~ely i.iise a yeai b! a 
neurologist. 

. . . . . , . . . -:, ,, . . . ... . .... .. . .. - .. .. . .~ . . . ., . - .- . 

;?.!egan is diagnosed as having profound m~n ta l  retardation In 19Q0 
hcr. p i~. tnrs  55ei.r i c l  longei abls tocare  fbr hz: a; home 4ftcr  !c\ if!:, 
b; ri?: Single - Por.icii Coordinator, it was determined that ?~.i?gan i i iw id 
b ? ~ :  bs S ~ T V ~  in  a st$e..run ICF..:VR group hcme ~ h i c h  is designed 
[o asjis: persons t>,iih rrl;ere be'ns*vioral r;.:cdj hieean - icyuires 
!l.znds-or! assis!ance in mcjt dsilv living acii;. i r i s  iAihile she ?an not 
.. - .- , . .  kci!!j31etz ::o;il?j:~ ~ K I I ! :  she <ail peifi2rrr: same jel&he!rj 323 hi!! -. 

7 I living tasks with herbal piompring hjesan requirts .-:i-hnu! 
japer\ ision. i<ith inor,it?rine t.s. stsff'e! ~ i h !  ?;eq r)0..:>.6!l i;!ifiii:?s " ,. 



hlcgiin i3Iu:it he prompled to engage in llil doill actii:i!i::s h? c r i x u i )  

h i  a '  She is unable to plan these activities t o r  her.scii' i)urii~g 
s,sekda:s. she atiends an Adult Day Activii! Support ~vh?i: j h<  

. . 
pa,7isipatej i n  lei-..-- ,,,, --d *,, -.am. , ,,,ea:iana! sc:il ities 

LIesan - exhibits severe arm biting behavior thar ~ p i c a l l i  i nw!ves  
br.c&i.ing the s k i n  'The behavior occurs abour 5 times pei Inon~h and 

. . 

5 pically is treatcit 1% irh topical antibacterial ointment and bandassj 
iinder a nuise's supervision kt an) giteil time, Megan - npicali\  has 
sc.veiai abraded areas on her. arms: t h s e  a ie  sloii to heal As a i.e.jul! 
her aims are checkzd and frezted daily b> a nurse ,A. b.hasior 
interi int ion plan is in place far this bchavio:. I t  &!as :v-r.iiten and i s  
:iinnitored and assessed regularly bi; a ps>cho!ogist qho speci:ilizcs in 

1 
! 

the treatment of seveie self-injury. The  DS\ chologist has direct 
o:asight o f '  this plan 2nd iis inipiementaiion ?4ega;i i t c c i i ? s  
fiequcni positive reinforcemeni for. ad3p i i . i~~  S e h ~ v i o i j  '2, h-:n she ! 

biros her arm. she is t,reated medicall> i f  needed and then placed in  I 
c ~ n i i n g e n t  rrstraint devices until she is cs!m.. up to one ~ D U F  per i 
zpplicetion . . 

. ' .  



- 
Be~i fh  Core Supports = 4 

- - - -  2 
--A 

CumdaHve Scar. ;add dl scores) 
C Domain Scores (range = .3 to ! 5 )  = 42 

{Siirn af :5e &$:st !:.:ds in :xh kz-i...! 
D, ??I>: Scar,-$ (rzlEe = 11 tc 46) = 32 

(Sum b i  a11 levels in $1 damins) 



T(m lives in ihe Infirmail; of Westein Casbeti? Center a state 
4 .  i:enzal Reiardsiias C e ~ e r  Toi.;l has man) physicai o~j~bi!i'.i.;': 

inc!uding iliag!r!ses of'  nqjor molar seizures, sever2 s p ~ t i c  
cli.!adriplegia, rnicioceghalj, T jpe  I diahetss contracturcz. and 
seoliosis Due to respirlror> dificulries, Tom brearhes wirh i h ~  aid 01 
a ientilator.; this iequires continllous medical rnoniiaring Tum"j 

. - .. 
0.1.. moio:. n:ovementj ccnsist only of side-.to-,side head roiling that ~ x c u r s  

v.irhaut zpparent ielatiowl~ip to enviionmental events He is totally 
dependent on s ta f i  for co~inplcte assistmie in all aspects ~f dail!. 
tiving He receives nutrition by gasirojiornj t u b e  His r;iedical 
sandition iequires t ix  use of'extctrnsive equipment fbr rhe purposes ot 
monitoring his stztuj and responding to medical emergencies. Th is  
equipmen? is e ~ s e n t i a l ~  retnairi in 'Tom's presence at all times and is 
serviced Frequenriy (at times dailyj to ensure continuous oper.arion 

. - - . - .  - -@ fS- To... 'T.or " 

L .- r! s -  cxtsnsi\,e.-medical--.neecis;-- staff:-receike--rsaining- -{o-- 
provide his individualized care; part of this care involves continuous 

WC-SNAP Examiner Training 

X 4 W L  E CASE FIJSTC)R Y $3 

Y a n ~ e :  Tain ?v4illcr 1iniq.e 10: bilL,'7-03~)603 
Bi,.ih&. ; ~ r ?  .3-6..Sj ~ o c  See No : 234-56-7890 
.4ddress: 44 S ~ i j j  Street Area P romm:  - Path\\a>:s 

Alpine, LISA 27509 f ounq: Granvill: 
P h ~ n c :  (999) 55.5- 12 12 
Dzt: of Sizgle Portal Review: 5-29-,99 



O;tr the !mt 1i.irt.i: rnonrhs, Tam has had four rpisodrs of stizuits 
iequiring injection oT' medicetion to stop the seizures Due to his 
:.&-:&fa: 

"I I I \ ~ C  d iab?L~ ,  Tom's g!!?cose level i j  monitored iegulsrl! aiid 
adji~sied as necessary through nutrition or insu!ir! izjections For 
these reasons, a nurse must b,- continuously available for n;edical 
treatment, and a physician must be immediately a\ailable i r  
trnergenuq situations and frequent monitoring. Tom is sten 
semiannuaily by a physical therapist to m e s s  his need for supportik? 
devices inr:luding splints to pr:ven: contracturs. Mainr-:nance cf his 
specialized nheelchair is ongoing. Id order to axonimodat: i ~ i j  
special needs. rhe wheelchair. is inspected vxekly and frequent 
adjustments aie made When his hcalth peimiis. 'Tom is taken to 

. . . .  
sunsor; stirn!~la!ion actlvliles on his l i ~ i n g  uni!. Tom has been . ., . 
diagnosed as havir~g piofound mental rttaidaiion fir cst?li?~is no 
significanr adaptive or maladaptive behavior All grooming and 
h> giene activities a1.e cornplcted by staff, 



Cumulatiie Score (add all scores) 
.i 3 E Domain Scwes (~'mge = 3 to 15) = .. 

(Sum of ?ha hishzsr imeis ia s i k  doxeif! 
F Xaw Scars (rmge = I l to &S) = -. 30 - 

(Suz oi's!l !s?cij iz eli domrior:: 



Chapter .. 3 

0nf.i Csrtifled Examiners m y  administer ?he L's'C-5 \'.:P 

Gnb t'ertifizd I ~ i t m c t o r s  ma);. teach others to ~ C O C I C  

ceriifiec! examiners 

g Only .Wt:-Sl\:-IP Au t j iols ndy cert if)/ Instructors. 

Each Certi5ed Examine? will be given a cer'lification 
number at iize f~ fir she succrssls:.~lly c:jmp?eies  he 
class The ceflification narbe: itself wi.ill consist or' the 
year, the regional code, aid a number. Numbers should be 
given out sequentiaily. If '  desired, inszr.uirorS n~n:' ti.ll  

/>: ., , -.r. 
, ..... ~ew.1;~ certified exminers their numbers so that t h q  me? 

irx.i!ediat;tely begin administering the .i'C'-.S!Y4P. 

Each CettiEed I~stmctor will also receive a cer~ificar ion - 
number itley2 will b.: g,iven out by The 2JC-S:\'AP 
.Aurhors. 

a Nxnes and certification numbers ijf examintrs and 
- -. . j: . . hst~uceors  should be er~tered..into ihe database .p;.og,;.a~~s 

1 1 . 7  - im-~diately foilov/ing cz~tificarion. The i, C -3 V.1P 
Researchers wilt proccsr this inhrmation pi'ompil> tc 
ens=:: CcfiiEczrjon C ~ d s  n ~ i l ? d  out in a !imel:! 
mamei. ,Vo:e Tkis examiner infor~~etion must be tn i r r t d  
into the insti~ctors' database at the MXC in!o ihe il.iea 
Prosrm's - d a t a b a ~ ,  The &tabst  p rosans  must cnn:ain 
this ~ J i ) ~ i l a ; ~ o n  &for.. ?JC-s>:.4P data caq 'E ,.?:rered 



Once awarded a certification i~urnbet., a Cerrificd 
Examine: nmy administer the iYf'.,,S'i\t'.4P anywhere iil tile 
sraie. 

3ZRC Stsff -- D e w l o q g s ~  - .  hiRC Outreach 
Murdoch = &lC 30rth Central = NC 
Caswsll = C.4 E a s t ~ r ~  = E.4 
O'Berv = 03 South Central = SC 
'3l/esrero Carolina Center= $YC Western = WE 
B!ack Mountain  = Bhl hlountain = h i T  

* Re-certifica~ion js f:lt to be ulmecessary at ?his time 



D;&a E r ~ t r y  (Stafe~ljj_de Data base) 

1. Program Ins tallation 

2 iaio:e: IJser's U H - ~ I O  hnd itrsiaiied rli2 j7;sl {unnun~brred) 
sley;.io?~ 01 the .wc-s!'c%P d d a b a x  prggram and nrr 
preparing io ir~.sfail Version I ,  1 slr ould ,]hi' 64Lr~it;,srall" 
the original progr,am To do illis, go to 'oTonirol Panel," 
double-,c/ick on "Add4Zemot.e Progranls,'' seiect 
'>VC'J"Td,4P, " an$f~llo;u insfrucl-fiot~ to ;.etzove f!:f:i? etltire 

progranr. 

The !YC-.SitY.p ~ a t i h a s t  CD coiltains an instailation piogram 
. . hi th s t a t e~ ide  database, 'Thc: installation process cor,sisrs oi  ., .:. 

, . 

hitr s t e ~ s ?  which must te ~erformed in the sequence described 
.. .a. 

5eio.$ The fig t s o  s k i s  install ts;o kficrosoti l%rindov,s" 
components; the thud step loads rhe .?,rC-S:i?lP ptogi an!: the 
fourth step closes th~'initallation program 

- z i  F i9o;e: Tije duiiabase program is u~it:en in c\$icroso/r 
Acces.s3, uiid requires kiicrosofi - Jilinduws -- 993 -- or 9S3. 

.. .. - Prior io loading the Installation - CDi determine whiclr . : 
vrr~ion oj" itficrosb fl ~$'irdc~w5" ?,our convufer syste??l 
runs, ~f.yo.d are unsure, pjind out by godng to "Controi 
Pan E!" and dor~blc click on 'Systent " 



t n  = A :  I ~ t i - t  ?,he CD itl \hL CD S:i:.e ar,d ~ a i !  TI. . :i .. 
installatiori program should self-stut Ir '  i t  docs nor 
(be ~1x2 to gi-,re it enough time. some S)sieinS are 
slower ttian others), doubk click on "My Cornpuier.'" 
on the Desktop; t h ~ n  double click on the C'D dri:..;. 
and the program will siait., 

? n Z E: Slen -- -.-, I: ..- %'indows - 93' users --- O X Y  (Windoxs rsi 
us5rs skip to Section E): Press the button for Step 1 
This installs an updated version uf  Eviicrosofi 
DCOM9.5 

* C: Restarr yow computer.. Lisually you will kx ins~iucted 
to restart your conputer, and ihis should occur. 
a~tornaiicall~ after a prompt I f ' i r  does not f i  t 1  jou . , 

c are retuned to the lnstaliation E ~ ~ c I ~ u  ;vi!n:!ct a 
' prampt to sestm the computer). pi.ess "Stat.' "Sh!.~t 

... 1, - Do!\.~l." select "Resi2~1 thz computer?,"' anti ! eb 
Do not prweed withoui i.estartin0 a ,  i o u r  

. .. . compu ter. . . Lr, . . :  <,:, . .  

a C): After )our computer restms. d~~ i lb l e  click on '"iCIy 
Computer" 2nd then doubie click on :hz CD d:iie 

.. .. . . . -. hi;. . 
==$, 3 ~ s ~ l l " s ? t u ~  you to the Installation ?vl*nu. 

E: S I~D 2: -.--- All Users: Press the hutton for Step 2 I ' h i s  
Listalls an updated ~e r s ion  of Microsafi hll).A-C. 

F: Restart !;our cornpuler. Usually you %ill insin~ctec! 
to restsi jo-m computer, m d  this shani!:i occur 
automatic all^ after. a prompt If ii does nor ( i e  , ,;nu 
u e  retilmed to the Installation &.ienu nirhour 3 



pranlpt ro r2sz-t ?he computerf.. press "Start,." "Shut .., 
L)o~,n~ select "R@stm th:: cor11pu!sr'7," and "'Yes " 
Do not proceed withozlt restarting your 
computer. 

G: Step - 3: -- A11 Users: Press the butan foi Step 5 .  This 
ir~stails the iVC-.S;"vAP softwar. progranl. t r I ou 
should see the follo~~ing screen: 

:."si', .';&:. ....... ..... .... .... ;b 
.,?*: ....p_.-_+ :., ..?$$.%.&&!: 

.._,a- 

Click "Continue '' 'Then clic!i "'OK'' on the nest scieer! 
ro use t h ~  defmlt icsstion rTriis pat5 cm be changed __ but we x&commend that you do not do [his iinless 

.. . . . .  . . . . . .  
abso!ui@ r i ~ ~ ~ s s ~ y , ]  



. . 
2 On thl: ne;a screen, click il!il ' "  1 s.picz!'' bi.it!,cj:? tc insiz!] 

all ccnponmts 
5 

, :. more io Computer Suppon: 11 you ;\an! to ?SC!U~P a cmain 
compsnznr ( 2  5 ,  ISAILI). YOU can ciick k? "cujiom" but!on and 

1 ' Unchtck ti!? c ~ m p o i l m !  0 2  do not \$%;I to  ins:si\ ~-lD',\?'~er. :GL! 

must Lx!n!i t5,2 Frogan [XCSNAP) aid ihe ODSC Supper! for SQL 
S p r ~ e r  <or (he oiogrzn to work ! 



! 
i 

.F The Setup ~ i . o ~ r ~ 1  - xi l i  copy hies to ):our computer. 
zx! s,-t up necesq*) system files for the piograrn 

i 

V(3en it 5nishes you should see the messaze: 

.,, +NCS?J;%F Setup was conlple~ed success5:lly.. 

> 1. ;.,g7: >- Th" 
I IC K, ;. imtal!atian of i j ;  N C S N A P  pr.ogram 

is complete. 
.. . 

Depending on yaw opuatine ., sys~ern you ma) see a 
messagc conftrming an addition to the system ;e_cis{t! 

. . .. .l.ns~v\lei -*Yes,. 2nd therl "OK?' nhen ):ou see th2 

message hst thc irrformation has been addzd ;c r.hf 

iegislry. 
i 

i; H: Steo.4: --- After the p r a g a m  is 1oad~:d and you rzt!lrr~ 
: . .:. en /E ,,;+ ',* to the irsiallaiion rnenli: press S!ir, .4 ',CIc, -L'L,.,ib 

r I: R.esimt >oi,~r computer.. IJsi~allv you I hc 
instixcted !o restart your compu:er. ar,d this should 
occur a!~rornaricaIls aRer a prompt If i t  does nat i i  e . 
yoi! cue retuned i G  the Insiall3!ion &Isnu with or.^! a 
proiilpt ro resari the computerj, press .St - - -  L .  ' ' s n u t  - '  

. - . . . . . 
Y .  

i 
DOVITI~'" select ."Restart thc comput:r?.," and Y e ,  Do 

i 

n.;l prcceed ~ i t h o u t  restarting 1 o u r  compute  r.. 
i 

.-,-You Are Read,. to L!st the Program!-- 

>; .. ; 



11. 'Instructions for Database Coversheet 

, ', > ., Once :.ou have completed a hC:-.S;j1.,4P ass;.ssn?ent yoa :\i!i - 
need to complete the Database Cu~~ersiieei l his s h o ~ l d  oni: 
take you a Few n~inutes Hor;?.ever., ,you must recoid nll oj ' thi  
iigibrmkiion so that thz data entry p r ~ n  con enter the XC:- 
SiY4Pprofi/e into t h ~  compufer. T'heje is onl;, one enti). on 
this form that is optional: C?~n.s.lrn;~r Cirse fi (this does no[ 
apply to ever:,bdy). All other information n ~ u s i  bc 
completed, 

.Sate t h a ~  fgr the ques~ion ' " k e  [here signiiicail:. natural 
~:;p;!~trs  k! ~ i a c ~ ? , "  'significaci' refers tfi natural s i1pp~: 's tha:  
i f ~ o  longer availabie would still have io be provided E..c - i !  
an indis'idual lii,es, at home wi.th his or her parents. and the 
parents lxcame incapacitated, would new supports k 2 

r n.zi:essi:y? !f ycsl cuc!e "yes3 on .tht - f ix , - . . , . -  . h ,;? reduced 
copy of a completed coverjheri is Lx!i~ded in !his chapter, 
Nor? th:3t this coi,er.shee: ma:{ te updated from tInle to tirnc 



Datoboje Covmheri ------ 
it "-' 

,,en nd~~ir:is;s;in~, th: ?C-j?. fP,  compl-:tz $J ssc:io~s oi::his him Pltazt print 
neatly! iYhm finished staple his  :om1 to th: :\:C-S\ 4 P m d  rhc'r: ~IIT it  in t i 1  !c>ui. 
desiga;ccl '&!a-ZIT, pe:scn. 

Indi\idani 5 Same: ?,.li!!sr: Tom Soci:ll Szcrlrir> No.: 23 1..56..'5"1; 
icdi:idualbs Unique ID X o :  hl!L-IO.?C663 idad"s  :: 35ii:SO 
Ezt r ine r ' j  Nm:: Aleck :\.l>ers \C. ..S.S'.iP 'r.rtilicarion NO.: 99YK99iO 
A m  Progim: VGF\V Is Arca'Piogiun a pmi idcr of sar ices? i t s  /31 
C:ounr:. : Gian\,ills Arc {here si.gnificznt n a u n l  s u p ~ r t s  in place' Y s z  

Indi,idwnf': .Type af'fi-Gde;.l~sl ?]acem:~k (Check on:? .::n::'l 

-, Independeni I ib ing  12ioup Flsnz: 
SS Famil) ILomc UD 4 

Foster tlome -- I C F  iSpecii!: 
-. Nur;ing?.est -- h i e  

. . - .. ~.$. -- Skilled N ~ r s i o g  i l ~ m c  -- R i I  % 
Sapeniwd Liiing: . ::i?t, 4 

EduCa-e Ejui"sr< - --- 
.- Rn 4 Orb-r 

- Dthc: (Speci5:-.) I (SpeciF, -- 
-ills:nati\e Farnil? L . iv i~5:  M P B D  

Medicaid Othci (5pci:iir: --.-A 
-. Dth-r bl.tnt3! Reurdelion Crri!cr 

Orher Rrsid. Placanenc Slack &lounv~in C en:-< 
. - 

( s @ ~ l 5 :  Casl;el! Csnrer 
btl;r.'oc.i L snte; 

-. 'This is firs! contact 
X S  %'siting irst (no ;dn ices) -. 
--- "V=ilicg list (inso5ciea1 ruppns; 
--- Jun erileiing qs11erc [suppcnj stx1dj 
-. 5sn ic:s es! 8: ongoinp: (mark all !ha: appl:, I .  

CAP 'TBi 
-- T k X  F CB1 

%a:; -- Other 
- Medic~~i i l  



Ill, instructions for Data Entry 

T"ne folIou%ig section dtscribes the step-bj-sttp izstructions hr. ! 

". --entyrqcz - - e  cemp]eted . using. - .the ;$ , . i~ - .S~y! ,~ i?  S,'~&\j*',~,l 1 UL .. ..: 

Da!abase P~o,vrarn 508tr:.ze, Notice ?,ha! the rnaiil rilenu hss a folder j 
. \ '.,. ! tab 21 :$.,: .';;>p! C;Q2ts.7' ':l;is is ub,=~,.= .-. .- ntuL ~i 1~.. .~<ifi?i~i~i1.;~i,10il  ; Y I - -  

.' .. c. ,. ! 
>.:.;,q;s , s  7,:. ij ] 'E cfipTt::j> l:;ieye j,!2i, cz> i:; q , j 2 ; 2  LILQ: fl:3;i>;z 
,, - .. r, ~72 ::LC, 5rQ!j il!ii!jes fb: y [ t i n , g  E;? j i - j ! :~  i :on;~sirr.  ss stet: z?: j  

...- . r .;. .. ; t  
?-?:+T.!~:, .-*'.r ! . ,  . - 1 t i  , Th: :~cond ro!d?i. i ~ b  I 

! '  iiE<epDi.iS,? is ;yh~-... , . ,L,!.l - . -  :;k~? ggt~,ii? ;.ep~:;j i)r; ?-la[. 2 v-03 h . 2 1 . ~  
, . : .  -r.g!q :--!no fh? ,.\;-' i'i'.4? c fl - . - 7 . -  "Pe70TtS'' is ziSO Ifit i&b \ ~ i i  . . - . ! 4 2 1 5 .  A\**. ! 

. . !.[S? ;;; ,rzLp,$zLr 7,..-;:,7, *n?p.+d !<s?:> s??>=.!.:;:4* y = - , - :  ~--. ..... - .-.- .--. - . _--_ .-- .i. 

i 



, . 
There are !i:ne functions tikt are described in this chaptzr: 

.AX, initial Set-up 

B. Ect*r;ng 3en.l-j Certified Examiners 

C. Entering a Neiv Arc-SfY-UConsun~r 

D. Entering an Additional Administr.ation GI' thr 
i\i2.,SSKQ for an Existine -. Cansiimet, 

E. ~ d i t i n ~ n ' i e f u i n g  Ilafa 

F. Generating fieports 

C. Instructor Class Preparation Report 

H. Sending Data 10 the Data Maoagers 

1, Other 

-7- 

i he &st time you enter. the NCSN.4P pr.ograiii: you :vill need to  
enter. i'oIfav<k~. - -1I'cii:naiia~. Piote: You s i l l  d o  i h i j  ihe 
first time. 

.._,_._i____2 

G.ia%F&, Ti- 
, , & .  - , . ?..."-. . 

g 1 .''p2+ 



.- .. Fp++r. - ,>-. ;;o!;r A,uency Nan~e  (you C - ~ J  select f i ? ~  the mer;u ti:, 
L -- 

~ l a ~  Liig ;.tie c:rsor :o the gmov,! sy~nbol and pi.essin$ the 
!2  fi Z I O U S ~  bill:on). 

.... 
7 l~ndi~at?~,tvhether ,yt7ui ?r_~eficy is a sezricz pio1:icier. i . ~  , does 

:he area program provide duect seivicei in addiiicn to case 
rn~iagemefit? 'yo indicate "Yes," place the cursor oie; ihc 
1 ,  oknk sq11are and ciick the l<fl  mouse butt oil 

$ Entu the file path where you warit the ,\'C-Si\'AE soft\\.aie 
and :VC'.-S,lrAP database. A deffirllt palh hc;s becn pro~:iLjCd ~ r ? i l  

3 J 7' ' \ te  recommcmd tho! Icoli i!se ihz a'efiiti~ pcih p:oi':ozo 1 X'S 

path can be changed but ne recoolmcrd that  ~ o u  dn n o t  dl? 
this unIzss absoiuteiv --- necesssrf, 

O x e  you ha\. enterid this iiifoimation,, piace ti:? cursor Die;. the 
i--7 . 

: blltton m d  press the left mguse key .:>:4 !- 
. . 

B, Eateying Newly CertifZed Exarniner.~ 
7 

I he narnes and cer:ifica~ion iiumbeis of '  c~it if izd eseminecs nssd 
to k .nitred ifit9 the databmr: b fo r e  2 3:c-S?di4P profile r:zrl b? 
enie~ed. You car! do tlis by,aokg i O  thi. Main Menu (Data 

- --.-:.M.dcrJ-~~d.piessi~g-ihc.,~~iii~ic~,, , buuonL Fjt.5, i h ~ . : ~ ~ ~ ~ f ~  j 
t ;~it :on nhen  ?OU see the fallawing scsem: 



r" - cntei i'i the Exsminei's Certification N~mDzr, Na i i e .  P.h.onc 
N u ~ n k ~ :  and Date oi'i'stiification , for each certified examiner. 
as is s h a ; ~ ~ ~  in the nek~ screen.. 



Once 'you h:li.e complet,ed entering examine; infji?.rl~!ion, plti 
. . f u ~ c i  ihz I I t )~~i tb l l  ([ki is if i  q j j c . ~  rig,h: z 

section of' >OK uinilo:~) arid press 301.~' IeA mouse key to esii 
this screen., 

&.ofz: Each Are@ F~ogr~.= m 2 s . f  mfer  ?his itij%ormaf?m fbr ti..:- > & I /  

c e r f ~ ~ i z d  ~rominem. A%r clsssts are coinpl~ted, :nstzuc?ors should 
ens:lre ihai h'EC Uuir.?~ch ente1.s this iifosication into hs da:abae 
pLc!d then fenaard or1 to each Area Pr~grz!: 3 ! k t  containing this 
i11f~r:nation for theu certified examiners 

C .  Enisring a New NC-Si?AP Cor~surner 

: >  'Tj enter a-rl kdividuai's :VC-S:?L4P data for the tirst ?Lie, pi.ess 
I -- . 

At.K., ridd !Vml ~onsunz~2 bburro~~ at the.Mrrin Menu, 



1, .: dr,c .- tile Ai(i(:-.SX4P Darabase Co~ecshe:.t snd gag? on.? of the a 
\ ,. . -* 
, - ,  cump12:e !he Cozanic,-! kJXl rjn the $on:pu!c.; 

T' screti?.. r oti must enier all of iht irifornxiiion before gpti ar2 
:iii,ltved to proceed to the asssssnent data [;he oiib ttscrpriog; 
3re "Case No.?' and "h.!,I,." (middle initial) which zt-e optional but 
should k entered if. available] Use the drop doh-n rnenils b) 
~ressing the do:vr, ;uio;i;. tu complete the Area P r o g ~ m .  
C ~ u n t y ,  R.esideitia1 Piacemen!. and DD S!:ppr? information: 

Onct vou e.iriei. the i?f?r~na~iiin, p l x e  tiit c!lr.sor tiver tht  r--- 7 '  

Snter ,4sssess:n~d button md press the left inous.~ butron 1 cu 
should now see the ?r.ofile page: 

Y 



, . .T. 

r, i r3 en!e:. the assessmen[ proiile d ~ i a  place the ciL;sor obey thi: 
butifin in eai.t! c o i u . ~  that c o i ~ e s p ~ n d ~  ;i;ith the scores 
:i~;iked c;n the i "!f'.Si+&P i p a g  one Pri;ifi!e zi.:d press !:fi 
rno use ke) 

t- You mi!s: enter the Examiner Code, R.cia:ion, and Date of  
Assessmen: Indicate if the i"\c-,I;i\<4p -;;oil snicrin17 J is a 
re-,adiilirristratioil (i,e., schecluled as put of th:: Look-Behind 
Quality Asstkance prccedlue-..See Chapter 6). Once you 
havz don? this, put the cursor over the j ~ s l e  ~ n t r q !  button on 
tlie bottom ofthe Forni m d  press the left mouse h t zon  

7 If' at ar,> tirni: you m&e ail eiToI. or. sin;pl>. wan; to gei ci:! of . 
this screen wirhout savmg y o ~ x  work, pu? the cursor o t e ~  !he 
E l  button and biess the lsft. nous? key 

13. .Entering ail Additionai Adrninlstrafion 
of the ~~T{~-~s~vAP for, an  Exi3tin.g Consumer 

13 acter nevi ~'C, .S ,~AP data for indiiidua! who airtad!. has 
dzta ~1 the &:abase, p;?ss :fie Add .<ss~ssm?nt burro!~ a: tk,t 
I A !-ah Menu, 

i -. . . , . .  . . . ... . .. , . . , .. , .. . _  .. . ,, . .. - . - . - . . . .. . -. - - 



\ r.; 3 .- r. ;.=; ' 
i- rust , ,  x!ei:t the a~?iopi.ieie recorn ~ c r ; !  the list 91 ,.,lsi:ng 

zntries. Note if121 this iist can be soi.ted by selecthi: the 
desired co l:~m~ t h n  p;.essi~g up-cx-do \ + x - ~ ~ ~ o i ;  button or! 
the tooibai to the right 'This makes finding the reci;id niuih 
easie; 

c i r '  
j: Afie; seleciing the app~opi.iat: iecor.cl, press the ~ n t e r  

Assessmer:t!? b1.i tior! 

> Fi?allv ., 7 €filer the ?.ji:-.SN,Q profile ir!fo:.maci~r. 

> Note ihet v,i!l hake to entzr the e:ismir,er's nun:ber 

> ;\:ter. efiterL~g or.>fi!e inf~mztiofi? gs to "E,.lii.r;l1ie\v 331i3" 
1 - .  

(see &low) :o epswe that the Consumer Data is stiil zccuratr 
j i e~ i s r  as ~ e e d e d  if changes have occurred since !hc lzst 
entry) 

, .. * ..%> . - - e. -Editing/riie;.i;.ng Data 

To ~ i e w  existing coim~mer kfi~rmation and pr.oiiles, or to edit 
i i i l f o ~ l i ~ i i ~ ~ +  press the Edi~~Jievr  Data bunon at die &,fain El!ezu., 

In section you wi!i & able to ~is.ii. and!sr edit i:cr?su:ge; 
inforration or iVC.Sit'AP profile data, 
*i. 

-- - - . . . . _ . . -.. . . _ 
$ 'To do this? press th? kditfiiew ~ a t d  butthn 

i---- 

. .., ,- 
r. you ;vi!i see a list ~?i"~ofissii?e;.s to chocse rc.iiiii 



-- -. - 
.> P i t ss  th.: f hmumer r ) ~ i d  buTton.. 

> YQG c ~ l  changes by s21:ply entering in the eonections. 

-.. . -  To i.icvY -the ;VC-.S~~.?P profile for this person, press the 
FGs'Zd biitton. You should now see a list ef'all i'v'C-SiYA P 
nrofiits saved for t i i  p r l$ ei5Ofi. 

2 Seiect the  assessment date you; wish to rrieu or edit 
- ..- - - -- 

1 : Press the Kisessment -- P+ bution 
. . . 

you ca - ii. l i l b c  .- I- . -  changes by si?;.ply entering in the canections 

. 
; Nest press the @in ~4 buttbn to reimn !i? the hlain -- . M?nu, 

- . ,, - . - - - - .. .. . . .. . i-2.-f.(i-i;ieve -kq$)r-m.a?ign..oi+ ~&.i-YiJ~~i,j.-fFe.eRq.~.fl~q~~n~{-.gnk,Ft~ 
into > u u  locai database, go bsck to :he hfain Menu and szlsct !h 
i:?!;!er maker1 :'i$EpOT[,S " Y ~ u  cm i.,-tr.iei.e a 1t;port a!! of' 
. I2+.- L,',, - ? i, ~ i i  gi.1.4 L . SL L?;! to iile c.eciion Ssircr a Reporl, 



i Consumer Lis!: a co~1plet.z listLig o i  all perssm ente:ed 

, . . ? .  Age G:ocp: a complete listing of' a!i corE!lm.i?eis b)  a.g= 
,... n,ror!ps(O .. 1, 2 6? '7 -. 15* 16 ..; ) m d  rhek corresponding 

SL'OTCS 

3 Coulty: 2 completz listing of consumeis and thtu oi;etail 
I 
! 

sc,oies by. co,a~r!!y j 
i 
I 

4 07;era!l !,evels; a conlplete iistiiig of all sonsurn:rs and their j 

overall sc01.e~ I 
I 

S. 

.. ..I--... 3T,L- ,*rJnk; ~ 3- {ixi1g-- Df . c a s s  s2iected fbi. ~ ~ = S 2 ~ ~ ~ - P -  re7 -. 
-! 
I 

adiiinisira~ion. b 

. . 7 .  I 
7 29 Rep!,if: ri115 6yhei. ~q pr.o~_iz_m s!:aE?irs !he de;a . - 

t h t j  hsi.2 cnrrr.ed to the DD S:ciic.r! Dais m?.';s? ti? 
.- s!.~hiit:d monihly (See Seaion H) 



If '  ycu i~ould ) h e  ID specify certain. cri!e.iia p i i ~ i  !is ge!!erzlinc~ C 

\-r . you report, !oil m y  do scl by enteriig the criteria in the L C L I G ~  
C' Data Rxigr3 seclioit i o u  can inrxnpletr only one section 01 YOLI 

) '.CiU:' ?-a- ma;;. c o n ~ p l ~ t c  any conbination of' sections is i i i ~ i t  j ,Lplrt 
Below is a descrip~ion of each szction: 

1 Asscss Datt: you can enter a st&< date m d  end dato io !knit 
ihe number of records. 

'71 7 6  - 2 Ag?: >feu call specify a particular age i.&lge I.!,-. , A .d? 1-  15: 
16.. - J 

3 County: aiioiys you to limit your report to a certaiil count); o r  
-,a- , Laps~xibili?y 

4 Exa.mhcr: allo\~s you to limit, yo= report to a specirii: 
examiner 

.- 
. 2 ,  [jv,iai] Levels: allows you to iiinit lious report io ti spxific . . .. . 

<l:,_ 

!evel(s). 
-- 

.- > Note: l o  c i e a  crite~.ia from t h p  ~c~.een?, press [h$ weski - 
buxon. 

- ,  G .  f nstri~ctoi  Class Preparation Report 
. .. . ... . .  ,.,....,... - .- ., - 

l o  or.i~.lt a pie-class listkg of'mi:s.d ce:tificaticn nilinbi"i3 on a 
*L  - CiaSS P;epz3tior: <;!~SS sign-up shest! seleci LAC .- S+.L~J ,  

R - ~  . - ,A F~ , i l l  ;--. 3 svlli c -. ..- +I. c,15 - Menu ,432; j i ~ c ? - ~ a t ~  ~ iz .  ~ ! p  on " 

>L;- pjr.m, '- :md 5uccEssfiJlii g a s  the C O X ~ . ~ :  ! 'Oi l  mp \,erbl-i!i tei! ---. .. . 
.P  . t h : ?~?  [heir ce:Tii!cztlon nur;D.;r 2nd ihen esitzi. thek i;%i? 

~ ! . : ~ b e r  j j l t ~  d&ab%s (st.: S.:c:isn 11 &os:e). [?:OTE: Th? 
. authors ,:,+ill mail instructorj ths E'xar~inzis '  ;.. . , . . . 
,-e~~ificatio,-, Cz.ds I,, 1 1 , ~ ~  ;;' w?sks irarfirfijjlsz j 

I ,. .: 
~.:-.*:,. 
? - . . . ,. ..... -. . .. . .  > * ..: *.... . .~ 

4 -. 18 



H. Sending Data to the D a t ~  Managers 

*. ;t'u!e: Tra-msn!i? daig only once each Cqy. Rzpeai snrne-driy 
tra~zsnris~ions are hard on the server. I j j r i r  sonit? renson a 
iran.s.missjoi.1 aflempt, fa&, you can ccv?fi'ni~c to !v ?o send 
da'afa ihe s,ume dqy. 

'2 ,*lute: Uyou ataeq!  to setrd di& 'ah SOL or FTP bw? 
~rnab!e to fir some reason, coltiiiriuz ty ing !hat day. 
Roweser, ij,you are sfill lrnujle to acrom~i!~h fhix 67 :'hs 
end o,f 23~2 dw, save tho d ~ t ~ l .  i n  c di-~ketk !hat tztl b~ 
mail& fa. , {IiSnce the aiizi51gii h mri~*z, ,yn;rr iocol co,'i:pl:?er 
will !l~z_n? jh2 d a p  a.s s e ~ t  r r i , ~ ~  no? tmnsmlt $he dota the  
ned dn): This should rare!y be a problzrrz, brrt fhz dais 
diskette will l;'eed lo be m ~ i l e d  to 'o~alcigh (see uddress ! 

.*, 

belew) for the se~2e.r Io acquire tihz &fa j 

Afier finishing the data entry, return to the rmin menu. Select 
rhe "Xepori" tab. UwJx "Select a Report:" se!ect "DD Report " 

. , , , .,. 1 tlzn select one of  the three options in the "Define R.eporrs 

.*il i 9 vv, 

......... .:;. . ..:.,; :;, :. . . . . . . . . . . .  -x;,-yz. :. . . 
. - sFiass.sel~~krnsQodto ..... -:.:-- .. ... -.-. ., ....... - sand data- & _ .  - ' .- .: 

-szc N d b  .ujitjnqa. . ... . .  
-. . 

. .,Cl.i=; ... ; ..--. .&L...? .... ,. 
~. *??L? .s2.- .-::. -.,: -. ,,.. .>. .?<.>+ .<>. ..Y7..<:.d A,?.,? 

..:; . ........ . . . . .  ..>-* >.,.<?- . Y . 1 . . .  -.:.. ...I :-' _.... . *  . :  . . . .  . . 
. 

:.. 

. . . .  
. . . . 



>- ,i'i'ioie: - szlec! .-- "SOL! (Itn!z,-s the o,Stion :c - 
ti;7u7~aileb!fj8 !his option allows data to be xmsniiiieci 
directly to ;he sia;evride server., 

>. Ii'"SQL?' is nat an option (i,.e,? your interm? conneciion dozs 
not pamii it), select "FTP.? This option will allow ).ou to 
send a dati file io Raleigh, w.;hefi ii will be stored ~m?il  a 
srafi member do~\.lil!ozds it into the stateujde servir. 

;** Use the "Disk" optioil - only u hen neithei. the "SQL'? nor the 
"Fr'P" options q e  operational (e g., you have no internet 
access). T'hls optirzn will dow-r?Ioad y o u  data fik 20 a floppy 

" disk, iti:-icil Y O U  mil ti:) Raleigh - at the cnii 91 e3ck 
c a l e d x  monrh (we recomi~~end that yofi keep a backup 
diskette).. T'hz stgff member in Raleigh xill thzn domload 
the data file into the server If you musi use this option, mail 

: .. .:. i .. the diskette to : 
Vannia Catti, DD Sectioi~ 
3006 Mail Sei vice Cente?. 
Raleigh. NC; 2 7699-,3006 

i. Th SQL FTP opticjns b t h  specify a u?&. The URL is 
the atickess where the data r ep i t s  are sent Do no t  change it 
&?less 5 . c ~  r.*cei\ie a notice fiom the centia! ofice in 

T, 
.- Rdeig11.- . . .. . ,. .. . . ~ . .  . .. .... .. - i 

I 
. . > For dj t h . 5 ~ ~  ;i.,p .'iogiri ID" is ncsnapuser (2!!  I 

. . ]owercase') For the -?---.-.- . '1s': R C S I I ~ ~ ~ ~ N ~  !%all 
! !~~t , /~~czse)  



I.' Other 

- I Indh.idua19s Unique ID No,: If' u,+.noiin, this ma! b? 
zieated listing the first thee letters of the per.soii's 12s; 

rime, then ihe person's fist initial, and then E six-digji 
number representing ihe prson 's  biiih date !2 digits for 
month, 2 digits for day, 2 digits for ?eat.),. E,g.> Tom h.fi!lcr, 
bo~n %arch 6, 1353 = bfiLT0'3'3663. I:' more thar, ene  person 
has sn  ideiitical ID, the pingar;: will prompt ihe addi i i~n of a 
letter at the end ofthe ID (e g., hQLi030663A f i r  Tom's t ~ v i n  
sistei Itxi),, 

i'ileck Myers (91 9) 5 75-7'742 a!zk.m~ers~Z!nimail.net 

Rod Realon [919) 5 75-791 3 Iod.reola~:2i?n??ai!&'2: 

: 3 For pr02i.3171 technical suppori: contact: 
i , . .  .. . . .  . . . .  

H&I Dni 9 1 ) ' 7 -  bm.d i i~~~cmai1 .n- r  

I 
Miciosoir Wkdows 95" cr 9@. Pfiiiiin 2% h!H (ii kr i~  CPU wi<h 32 

I 
fl id6 of' memory seconimendtd. ,4n hieme! ccr?!?xiion is nsedod f?r :he 
- ..... _ _ i _ _ . _ _ _ _  . ,cj. .To- ~o-i. h-iyv,2,. .. . 

program to send data to ihe central daii6a'G-dii<iil> ,, i 
., -.. in!zne! c@%?$iiiln, you i v i ! !  to stoic j O U i  &La on a 2 > disk~i i?  : 

3;1d msif ii in r i ? ~ n ~ ~ ! j .  
! 

! 
$,i.li.:rojafi A+.c;.2ss973 i: nat :quhr;l [Q rur, 295 SCSI.1'.AP pr(>gam Tx: i 

2 Setup proggaa hstd!s ~7 .4xes97- Runrimr vzrsion p r o p m  fbr I ,y,vzi, .,oil 7.. :{Cs<: 3,P diiec<i:, 35 >iCS;qAP p.;.yctc Hb'.- 

~ , ~ ~ ~ ~ 9 7 "  .-:A ,7d~hsrrr ilsicg ;'i Runiimi? vcrsicc, 
! 



:4.!55nuj ~ 5 e  ~ 0 ; 2 i a ~  r - w,d ii;.ga]la;iLq p~;cc:d!li'.; hil;? ker:  ;?st?< 
repeaiedly on diEerenr cornputas, m s e  x~ay srill wu, Tl;s r;!ost Ii'sel:? . . 
cause of' T J I S  11'1 ~nstaIlatiCln is t iat  the DLL or .CXX f i l s  in )our 
'tt'indsu; system aie net compiiible ktith the or~ss !!sed oi copied io your i 
coii?pLltsr by ihs Setup piogmn, [i an m o !  ~5ouid x c u r  dtiri:lg 
installation, pi,--,se vsli:  do.^ t i e  ~ t ~ e  c o :  iiesage yc! ask LoUr 

i 
i 

s\;s?em adnlnistratncy fx help A very hilpfi~! ssui.ce of inhr.maricn is the j 
b!icrosoft Support tlnowldgc Base on the bgiicrosofr fiebp.se a1 
Fcdlowing location: ~t~:/!suaport.mia.osoft.com!sup~r~ I 

i 
i 

I 

I 
NCSN.4P contai~s C k s ~  ~ c c e s s 9 F  database riies: 

3 NCSI.iAF,MIjE' -.'This i s  the main prGyai3 file 
3 NCSN,+P -. DAT,A,,MQB .- This is ti.,e naifi user's data file iiickidin~ 

-.:.. c!onsimmer, rxmincr, md s%rn.ent &ff. 
a N c s N Q . ,  E F . & f D B  -. Tfiis fi]$ t553@.ins all refzrcilc-z daia such 5s -. 

z e a  p:ogEm c ~ d t i ,  counq c d e s ,  and 50 0i7 

These El% cari Dr lczcatd on e local hard drive jeg., C:) o: on 3. network 
d;i..e .,-id 21xad.. Ho~yb&7er., ii is kt 10 load &e NCSNAP.MDE file Wi 3 

i ~ ~ a !  &ivs t3 I ~ L I C X  n ~ t w o ~ k  kafic mild irnpiur;: perfomanct. If mor: 
rl;?:.fn i;r;e user ~ l d  conput% iieds to 2::ccss !he progam, ih? !ast files 
can 'u cooid to a ntt\i.ork imiim znd shxed D,e Ixotion or tile dam 

.': 512 can &:set ,3n thz "u[ili<iej,.4gpq Info"' screen ?r<&ifi :he p;o$ra~T~ ----- - .. . . . .. .. ,. .- .- , 

You can use long file nares  for the data f l c  patin 

I'dcSiC'AP also ne.d.5 2 5:: ! ra t ios  fsr' a,-acing ?spot1 i i i ~  ?; k s-3; i< 
. . .  

1 :  : ; j ,  \ Tii;; ixa[ian 15 $2: on ;h: ~'lJ!ili[irs ,~:nc) :  
! - . c - 3 '  ...,,=- .- 
iL:iu ,,:: 35 . - i .>l  .?.:3a:~ P a s ~  '"t r a  t.2 <?e j m e  zs h e  &:a Ci.2 pzih . . --. oi. & 5: 3 alx-:.,-n: jm;i~+1., H ~ w ~ Y ~ v ,  due tc r$e !in?itation on iilierntt - -  - F7p  C;jiiqy-i3T! Lq3 fee y . . g r & ;  -:.o-- -; ~ f i ~ - t ~ i ; + r i i  ! . . > v . - a 3 .  k: i < i - ~ ~  ,.? . Ja,. i::? 

p2rh 3 ;  &!~eec <Lzrd~ FG: >;amp!?. ha(\ 
n:~~~;~:.,-~is" ,\-ill i isi a-cceprsbie &I: ".ri1>NCS?jCA.?Re3~fis' v.iII k d. 



Netwoikin: Issues: -- 

1 Inslat! 211 L~J'= components (DCOM95 .- fat Windo;:s 95' unl:.. 
MDAC, m3 NCSNAP) on users' cornputas. NCSNA? should ke 
insta!l.d GI t'le C.3 dri'ie. 

! Cop): NCSNAP - DATA MDE &id KCSNAP - XEF.MD3 fib$ one 
cornput.?? to a nztwork leation to be S ~ W P J ,  Give all !?ser.s nectssar:, 
rights to tiiis wez, 

3 .  i h  errch csc 's  compu!z, rw NCSNA?. Se lx i  Utllititu'Agency !n fc 
Enta Lt?e ne9,vark Icxa!inn where the sl'lz~ed NCSN?.P dab, files %,I- 

/hated ill t i e  G2ta ?ad: box F . s i L ~  L;7c pvs-mrn 

L:-+ i L  n s i n ~  'ssutj: 
:_-- ' 

IXOM95: 'This coinA&nent is required by Mioosofr MDAC which is 
.. 

:. :. . . . ,.: requied by NCSN,%P. DCOM9j exten-3 the support fo: Distributed 
(:ompnnsr, object ct&l (DZQM) bi Micrasofi Windows 95". Iis 
,. 
~!crr..;L~g 2ywm.27; be f&i7d on h e  Micr.352 ::;-b site 2;: 

MTMC: Microsoft ~ a b  ..ices I:bi??p>~ents (MD2.Q is rqiuired b: 
ECSNAP !o trmsniiidaia to the dat26ase servi. ,  Its licensing . .  . a g e m e n :  
can be b ~ i ? : !  ml  h e  biIn..ving site: 

The NCSN a,? pi-! is ~ % [ X I  witjl MicrosoR ~ c c z s s 9 7 ~  I t  can k i.uG - 
, i A,-P=--'.'" , '  0;. ~ ~ ~ e j s 9 7 '  R u n i i ; ~ ~  ?.:~XOSD~~ ,~CCCSS~?' 

p,,,,+ .,..,,* ; . . 
.s 2 [;;XI[%! -,y:siaa of ~ ~ 5 5 9 7 ~  Cai k i d i j e b g ~ ? d  ',4i[h 

~7 <.ccesj~~"3a:2~as: aPp~ica~ion pydd,!!, s!~& as i;i.'SN<? 
,-. in. NCS><,A.P S e t ~ p  p r o p 3  inztelis ~ c ~ : s s ? P  P.untin!e on the - . .  c,~rr:pi?:?; Fu!' d,ztaiis &u! dl? t-fid ijjer iic~ilsinn, - cira;? % 5:- [h? 
fb ! i~$ . i sg  .. psge . on &< Mic;oj~? u& sit?: 



Chapter 5 

Other Systerr~ and Respsnsik3ities 

L. The -jrL"s:;1.P will be ncj&istered far each individixil in, 
or on Ull: ii';it.ing .. list for, t5e state's Devzlopmentd 
~ i ~ ~ ~ .  oi -1: ities Service Systm~: 

Tjjlen an i;l&&-jua[ 2nt.zrs ;lit 11.D Sei>/iis System 

a 7 7 1  &t.nec?>er the15 is a significant clulzge in the 
indiliidual's nee:? prof;,le 

I1 Ad~nhistrationof .the XC-SjV.14: The job classificatiori 
prhiuily 1eiP;i;or&iible for the admbistrarlo~ of' the LhiC- 
ShL4P is the C a e  Mmage;.., These indlvidsals a e  

.:., . , .. .....: 
I fzgiliar >+-it11 persons sel-ged by the area 

1 p r o p n s '  ED ~ e r v i ~ ?  sy9eol, while also se:~hg as an 
,..-.,- ~,,o:,ats f ~ i  the iridi~idual. Tilere . . a_re sitilatioa, however, 

where the pqsqn cioes not hale an assigned cas? mniger. 
13 ihese cas?s it is ;lost i&eiy tiat a know!edgeet,!i 
flA;mP/'QDDP will need to adniniste~~ the kfitrument. In 
~lnj;. evznt, staff in :hi: foiloy.i;ing cafegofies n;ust be ~ I ' & Q E ~  

P. arid csi?ized as 2xamher.s hi. the A$-C-3iY:4P: 
- - . - - - - - . , ... - -.. . - . - . . . . a - , i g s  s ,, s n -  ~csponsible. 

Tfie~apist," etc,,) 
,-t--- '' 

a t--i-.x Manager Sxperiiisor 
DE CoordLn&or 
Re~iocai DD Coopihator 

7 .  
s Skg! pl;\~tai Cuoiahla;ij!. 

Ti-?T't7 L X , ~  r L?>L r? QL+- hnP/i)j->Ej? (!.;.oiiiia.J , . ;.-?. - th*-= -1s ' is no 

independent case mulagerj 



DI . Training Responsibilities: 
A. 'Trahing Trainers: The NC'SNAE Resr~chers 

. - eon Iviurdoch Center :rdI lltiaki bRC 0a:;each znd 
St& D~velopment staff to teach ~ 1 r 1  certifq- 
eseminers, and use the statmide c!atab%? p:ogz~= 
They wi!! also providz the fg110~~kg: 

2 Iganlctor.'~ ?/i3nza,ls, including instivctiags for th? 
class rind for data entry procedures 

Qstsbase Sofr.r;.are for st&.tey,vide data collection 

Sai~iplkg of traizhg classes 

Sampling of sli.ea progrms', ZvRC St& 
I>eVelapment pi.ogrrncY, b%.f: 0!2~1e.~,ch proerm'  - 

... 
:a:-<. . . . ., 

# .  . da tabae/record systeas . . . . . . . . . . .  

'T:oubl'eshgotir1g end quality as3diaIlCe 

-. 
... .Siorqc..md di~.seinh.~tj~no~iljC~SI'J;L? . . - . - - . - .- forms, -. - - - - - - Data. - - - ., - 

Egry :V'orkshezts, and Examiner Guidcs to MRCs 
p'n3qLirs. 



C! rliz &RC Staff D~~. rc I~~i i l en t  Dc7pCxtutments will txix 
all QAAG!Ps at the RG.C. They wi!! zlso mqintaia the 
I 'EC certfication databases 

D The hRC Outreaci? Departments ~ i l i  train all Cast 
Min.agers, L)D Coordinators, Sbgle Portal 
Coordbiors, Regional C:oo~dimtors: md QDDPs in 
their regi~n.  [Not,e; The h e a  Progiaii will be 
~esponsible h r  i d ?  rtiosz individuals 
requiring trahiiig, md getting them registered md to 
the training classes 1 They ivill also rnaintaiii ihe 
Community certii'ication database. Additiomllji, 
t!leg' will traiii at 03s person born each m a  
program to use the st~ti3wide database p i .oszE.  

5. The 2 i ~ e a  -- ?ro,orm Dkgar: \rill ideztifi those who 
. , r<q:;bo i~.&i~,o, register the12 fsr ciasses, md ensure 

rhcy attald. (This bc!udes 'one peisctn fur database . , progra13 tr arnliig.1 

'1I F.. Initial Tiiielinss: 1-mnediately fallowing c e ~ t ~ ~ ~ c a t i o n ~  
4"' C' , :  3 Esamini~s should begin ushg thz iy~,-~ai\2i 

Pra~.iiies for assessmgni: 
2 p= .- -. brboilr entering the fZD ser-:ice sjstern (ongo i i ,  

. . . - .. . . . .. . . - - ., . . . . .. . . . . , 

., . cffeckivc b* j *c iate1yj - 

I>fi Waiting Lkt (shou:J be complzttJ by /.31/'93 
f ir  tho32 CUT<D~IV receir k1g QQ servicesj 



1 PiIatt'iials Needed for IC1zss: 

E ~ ( ~ r a i r i e ~ ~  ' C ' k s ~ , ~  
.... 

a A s.afficient supply of'XC';-.S$iLQ fiims 

- .  A sixiicient s1~pply of each S a ~ p l e  Casc 
H i ~ i ~ i y  (XI ,  $2, slid #3) 

OX E,~nmi,~er,'s G'I.I~L~'P h r  each studmt  

At ieast one Lqstrtlctor 'S r\Ja?irilnj 

The traiiing video 
. . ??{~n  A good qcla!ity teie;.1s:i;n ?zd 7 .six.. 

Optid?!: Pre.p~ir?ted "Class Prepar~tic:! F o ~ m  
Rkpo~t" 

Data Lktry Chsr: 
,4 suitable con11,utc1, (lzpiop m y  be msiSt) 

For a group, 2 data p:~jectoi rpiy be he!pfiil 
a 'Ths ?fC:Si!:4F Stcitewide D ~ f a b ~ t s c  .i+~gia77? CIj 

I I I S ~ I U C ~ ~ O ~ I S  f b ~  the database p ~ a g i m  (C:iEtpipt~i 4) 

iv oilier: For qulgiors, comnentu, sr.igg%stlonj, nr 
-q ~roblems: please contact one of the foiiowing i?,r.C.. 

- . . . . , s- ..r4.J R.e-q. gf. .h - - , 4-, . .S r: ers: - . . 

,4!-zck ?~Iysrs / A  Or 9-5'75,.,7j(t2 
~Irck.mj:~r~~~.nr:mail.net 

!?eal~il 919..5?j-'j9!j 
Io~.Ie&ln(~~cn;~ J- o.5: 

,.., - . i r ,  , '1'~s Tfijrfipson 91 9-> i,I-, / Y i  .: 
,, 

tom.th@'tllp3i3n!@,n~1ii211 i i Z t  



$7 
, .  Instr?!c.tiors for Database Co.iiersheet: Once p u  have 

io~npleted a ?{CCcSi$4-P asszssrner~t you wiil aesd to 
complete the Database Covesheet. Ti+s should orily 
i , - l . . ,  
:-.kt. .i vmu a fcx minutes Ha;.vevsr? yon mr is !  r~corii all 
oj'ihis irformfioa so that ihz & f ~  e?itgl yeson can 
er.lier ih,o IYC-SIY~~' p r ~ f i I ~  i2r0 113 E co,?tpufer. There 
is only or?e er;,t~y on this f i  that is optional: 
Cbns!~mer i h e  $ (this dams ii3"cppIy i:: txe:~~hdy).  
,411 other iniirmatiim must be completed. 

Note tilat for .[he question ' ' z L ~ e  illere signi5cai;i r;s;twal 
i '  . , - 7 F m . ,  St lpp~ t s  p{?,cs?," S I ~ T ~ I I I : . ~ ~ ~  - r?f?:s i~ natura! 

supports that if n3 longer avaiiable wnuid sli!! haye ii: 
be pr~y;$ed.. Z.g., if an indivldua! 1ivi.r 2.t ~ C I Z E  ~ i t h  
his oi her paients, md t h ~  pueilts k c m e  
Incapacitated, would new stmncrts rr be a necessity? If 
yes, ckcle "yes" on &= coi;.crsheet, ..A. r t d u c ~ d  copy rjf 
a cot;lplded coveisheet is ihci~ded . k ~  this chapter, 
>Jots that cdveIsheet, ma?; be xppdat.zd from .thi to 
i!me 

Individual's Unique ID No,: I~LXLK~OWP- tius m~:/ be 
created by listicg the first three letters of the person's 

-e 
-- ... . .- !~~ss.nai~lc,. i h ~ ~ n  !he ~erson's  .. . - frst initial, 2nd then a SLY-. 

digit nuinber ~epieserieing the pzrs0nj.s birth date (2 
digits for m~nth. ,  2 digits for d2yii, 2 digits C3.r yexj .  
E.g., Togl l)iiclioI.: bo;n M ~ c h  6 ,  1963 = bfiL?'0'30663., 
T c -rf'ps1 m, the 
21 iniji.2 ilizy perpa3 k?~ ~q iijLAi.~u-- 

P * . .  p:og-am zv.il1 p;.(;qt t ? ~  ?+&$ion or a !erIer zt !he end - the TU ,'e - , .  $.,; y.,7' - t.:iri s;s? .3., 

1 , ,  ' 2 7 '  - 9 ;  L . . 1 1 > 5 ,  b . . i,s 

Ter'lj. 



Database Ciiversheet - 
M e n  admifiistaing the IVC-S~!J~P, mrnplete @J sectisns o i h i i  fxri., Please print 
neatly1 When finished staple this .foG &a the IVC-.SVX? a id  then ir in to i;w 
desigatsd data-critiy person 

hdivideai's Nme: tv2il!er, Ton Socid Security No,: 234-56.:7890 
L~dividual's Unique ID b!o.: $All TJ30663 hdividud's Czss P :  46'7590 
Exminex's N m e :  ?.ieck Myers IVC-S:V:IP i'er~ification No: 991"X%10 
.+ea Progan~: VGFW Is .keaProyai i  ~pi.ovi.?er of jmiczs? Yes 
Co~niy:  Ciianvi i ie Ar t  t h ~ z  sipiiicaiiili naiituid siippoit~ in place? Yes [b 9 

Independent L iving , - - .- - 
Famiiy Home ,, - 
Foster Home 

-- HursingXes: H o n e  
Skilled Nussi!ig t lonc ...... 

S~~pzrvised Living: 
EduCarc 

-. R hA , . 
Gthzr (Sprc19:-) 

AJtcmxtire Family Li~ing: 
Medicaid 

Current DD System S~i!port: [Check anlj oil?) 

- This h 5rsr sontcc: 
X X  -. 'Jiai:ii~g lis! {ao seruiser) 

Waiting lisi jinsofkien: suppoes~ 
-. :us! e~izring syr;tx! (suppar!s stsned) 
- Sa:.ices & ongcini: (ma;: I ! i  ihai 5ppl.i: 

--- CAP '1'81 
'T ANT C9! 
State -- Othz: 
h[-dic;?id 

- DDA 
ICF (Spzcifv: 

Stare 
RH.4 

--- YOGA 
--- Ed,<,, 

i (Specify: 
W E D  

\ 0 t h ~  (SpcsiQ: -. 
E-nral Rew.darion Ceite:: 
-- Black Mour,?a.k Ceilrsr 



Chapter 6 

"I.,ook Behind" - Qfial2-y Assurance 

c o l y ,  Certified Examiners will be askzd to is- 

~.dminister 21 Ah.rC-S'h4P fbi. m individual ~.7ho was rzcently 
.- ! 

assessed by aaothes examiner lhis is psiit of the quality i I 
asiwarice pIocess in place to  non nit or the ,VC-SiY/ilD.. .4!thougO ! ! 

I sorns of the same redosds and sources will be used in both ! I 
administratio~ls, the re-adinhist~ation skiould be appoached 1 
openly v;itho:~t regad ta previous scores. i 

J Re Adn1inist:ation Responsibilities 

A. j'iC,-SN4P re sear chi:^ will ideniifi individ-ifs 
from the dat2base fb i  12.-admirlistration. 

. :;. . .. 

B. The comaunity a e a  pIograrrl will re..dmirilst~r t'ns 
ArC..fi'JAP fir: 

r. ! FFGe - pt.cext of' ti le conmunit~.~based 
individuals ~;vhose prsvious A7C.-&Yd? -&SS 

admhistered .by z certified examher . . who k 
ixiroli:ed I:] the p~ovkion of se:vices. 

. . C, &B,,C OjttieZcij stfig .yv;ll z;jm~:stel ih= i4'fL'..s>L4P 
for i:?: perczc: of pcz,-sors cfirdcLmity..bsed . . 

si.iLpports, 1;v.iGb an emphasis a pl5ced ijn those who 
-* 
,..- ,,;rc pie+3.3usiy ess.;sszd by 2 i-2;~ eCm 

' 3  an r ; r a  cr.ogr.?zYl ih3i 5 a se:-+ ice pro;;ides, 
I - 



'0" I:,,-, 
I 

D. 'fie L j  $??ese.,rcfi,ers will IC-adniniste; ; 
~ppr.o~hatelj... one percent of all - 
assessments statewid=, I 

! 

IT. Re--aiirninist.ratir>n procedures: f i e  icsporfiibl~ party j 

(i.e., area proganl or MRC Outi.zsch picgraa) n)vill be 
contacted by the !iC.,S?ldP autho:~,. 

A. Montlily, the lvj3.C Outreach L)?e.stor cvlll bc 
povided a list of individua!~ for whom thz AA'C-, 
SN4P shc;u!d be re-zd-rnh-istered. Thz Outreach 
Ukecto: !>rill delsgat,e these to certifisd o~trztr.earb 
examil:ers Ofice assigned, the iesponsibie persiii 
sl1oa1J contact the conmunit? aiea p~'ogrrn czse 
manager (-%rho completed the first LVC-.SX:~F') 10 
dstszinjne who would be the 'best pxwn t ~ ?  cant2ct 
rbr a ~ z  ind~pen6ent . re-tadministratian Pi.?fei.red 
r:ontaciz c~ are [ L3 I?-,4>+ r u v i  ul1.i- r " 7  Tf2;.eg:c): 

;? ' T - rlon-enl~loyee -. of ageilcy (ai.ea pz.ogrsn~ 01 
? ?  

Tc@.C;) that conducted tile pevioui  i ' i~,-.~i%dP 
r - .. . . . .. , . . -  ifor . exaiiple, coiinact professioral, day 

program enplayee, etc ) 



B Mo~t!ily, thz Ares Proanm Dil i2oordlitor tvi1,ili b.e 
-0 - > r  prox/-ided a Iist of oeople f2r 7,vhorn the i i i . - ~ , v A P  

sliould be re.,adninisteied. The DD Coordinator. 
nn \ will then contact the QTYW or piovider ((Quu?, 

who adnlii~istered the first itTC'-~1?iiiz3 to diteunine ! 

i 
whi~ yould be the besi Derson to  contact for an I 

. .  2 

indepzadcnnt r z . - a ~ ~ i s t r . ; l t i ~ n .  Prefzrred contacts i I 
I 

are t l ~  sarn:: as noted abve, ,  1 
i 

C Guidelines fbr readministering an rY-C'-S-V.iip by 
i 
i 

phoile: The f~llofi~iag s:cps iue providcd zj u ~enera l  
instructions on how to conduct a pficne i~ tav iev ,  to 
coiliplete an A reximir?ist~ntion. The 
essmines , . shlsuld feei 5ee to use his or l-iei "own 
siyle" of 

2 .  liil~en ca!!ing the. contact persw jloc plan ?o 
il:ts~~iev,;, begh by htrc~ducing yo1~;sdf as a 
certified .ArC.S:Y4P examiner, m d  be p~epared 
to offer your certification number and explain 
the purpose of t l ~  ,VC-SiXi'P. Ex~lain !/OLE 

so!e in the process and tv'nzre ;;ou work. Rifer 
ta th; examher who recently xhninisiered the 

-. 
.. .. . .. . . !17C..S1t'kF (you've probably recently talked to 

this examiner in order to g:t the contact 
peisorl's ilame and ililmber; hopefi~lly t h t  
e:<zminer aiso called the cocract p c r ~ r !  to tell 
i h , : ~  $r,u 7"vo:rid call). 

'> 5 .  If i:oniact p ~ s m  2pri'"sjzj r&dctpLii:e to 
. . J--!* parti~lpat2, uu:i r gress t:?.? issue, I>J~! ~ ~ S Z I  

hr their time and re-contact the oi.igl?al 
. . .* zr~:zrnhe:. 50 identl;'i anothei ccntact. 



3 in  0btiSilg irlirmatiorr ~cedtx3 to conl?!ete 
the I\/C..S~Y.:~P $ k us~aIiv - best ;6 begiii by 
a s k g  I questior;s, sa~i?:e - specific 
questions for later if soc~s areas arenit 
answe~ed. Do not  read the itens h31ii the iiX- 
S?L!P a d  esii icshe coiltact peiscil to m&le a 
choice. Inrieaci, ssk 51 encral - kS~rrnafioii 
such as: 

"?ell me about how,,-.- cares fw him%eself9' 
"Docs ?quire  someone to  h-lp .. care . for hi&%&?' 
<<: F- A~la:  kind of hea!th servjcs dass need?' 
';f)oi.s have any kha:.ior canllceins?" 

After. obtaining geilesal inf~rmatior!, ask moie 
specific questiorls about unaii~xtrsd itcIm, 
such as: 

"Uos ----- reqrji:.e nighttime supzivisi.m'i" 
:'n {-m st@bJ; E i ~ h & s t l t y  

"Ji so, when arid $21. hoiv ioilgl:' 
"How many times in ths past yezr did i ! ~ d  to 

., visit a physician?" 
'.F?o~i' o95n dces somccns x e d  to s q s b  or mektair: 

. . .- 's wheelchaii?" 

Clo:ltin~lc to s k  Lmreasingiy specific questions 
-., ~lntil you haw a11 of the information needed to 

c~.mpleis the hrC?,.'x414P. If you cai i~nt  obtak 
....B:*:- L >ri ~ i . r ~ R i  informzticx score a pa~ t i cu l z  
i r~m,  ask the conta.;? persop heir. i>:Zyf 

acyrjke i.i.:e ieL):n~tiorl, Ii  necesszy, ye- 

ciii:tact t:?? o;.igica! er.s.mifiei t.3 seek $-rrther 
ajsistr:a:;e. 



Chapter 7 

i-7-? I Weiiabijlfy and Yziiditv .. o f  the NC-r)i%l$P 

D ~ r i l g  its development, thc IYC..,~Y~P tvas j%eld..tested on ?go 
-7 J ,*D ieparate occasians In 1997, an earlier vcrsior, of the flC-:Ad: 

was corrip2red to twg other assessmstit instrl~mentc to determine 
r,vhich of tlie tlzee nijst accmatcly assessed level Of'inte~sity of 
rreed for Nath Carolina's citizens with developo~ental 
disabzities. In 1998, a.ft,e~ h iqg  selected as North Caroha's 
nmst probable choice, ths N(:l-.SlY4f ~tnderwent revision to 
ma,uimize its effectivsi-less. Fi~l]olq7i.r1g this iev. is i~~+ fh.2 i\JC'-. 
""dp via e.." ' J '  r 1 -  
L), ?A -- s n a ~ m ~ : i  lil a rma! x~sli! test in 1999 to ensare that 

- 3 .A- . , 
its iejiai;iIity and srdlul~j' sufflcieilt to 'be co;ifi.&stl:: used 
as a stattwide assessment  to^!; 

Ilus ch-2pr:er yescats a hrizf' a-verview of the dzsign and 
pzitLaeni data - rtit;ht:rt.iei.ed &DIE these..field tests.. A rzore ex!ensi\re 
i epwt is in p:sl;ai.;ltion foi publicatioo. AdZitiona!ly, ~Gciensi7~e 
data wiil be collected as th? iVC..,S?LdP is impiemcnted 
sts?e-.vide As 1.1pd~ted reports becorn$ avsiiable, ihk chzpter 
nley be expandcd 

, i 

r ,  , 
., - .. .. .. 

Besign 
In orde: to t . ~  if aa tissessaeilt instn~meat could predict the 

P C e l  or mtensity 01 p !~:ed, the axthors sclected . . . . 

n;~~t!c~pa~is r syho cu;~e:l_tIj,. lecei-yed good or iCI.5~1 s!lpport.c, i?~ . . 
calegorked ti12 levc! of s u r ~ ~ o ~ t  A. inte~sity iEoe  parrdclpanis 



the :ewl of' supports being received by the participants. 
The re f~ rz~  the pIacess had thee steps: 

-. 1, k md ir:itividuals with developa.ezta! disabilities iVho 
,-ro o r S=l.V+d Y ~ Y I ~  h i  C - r  

2. Detemhe the piirlicipatiilg individlial's clment 
snppnIt. array level 

3 Ad~tlinijter the three assessment b tn l rnc~ t s  

1. Find individuals tvho were well served 

-. . . 
rlsre %re& ~ r ~ p . r n s  asreed ti:) particlpatz. 111 all, 2,332 . . persons recelvng services =d sitpports .irere identiiied In 
order to detexrnine whcthe~ each individual was \?;.ell 
served, a fivapnint sarvey was adrni.rlistered to the 

..: .. . 
hdi~!idua! jc;r &uzdimfn), his 01. her case inanager, a d  his 

: 2. 

or lisr service provider. individual Ider~tificd for 
~tii.riicipatlvn ,$hen al! tkee sources agreed he or she wes 
receiviiig either good (better thzn adeq~ate) 01 ideal 
services. Of t& 2,.332 peoplz, 559 or 24 pzicenr wcrz 
idzmified as pkticipants 

2 Detel'~~iii72 thij participating person's currefit 
r. . , . . . . . . supportatray level 

Xex?, cast imnagers wsre asked to ideatie tfis sr~pport 
am:; -,:leeived by cach peison $71. whom they had 
respi:jnsi5i!:lry. To this, both residential and other tyres 
c.f s'fip9ctrts were described. Using this i?frj-,:ma?ion, each - - 
r;a1?icipant was hdepender,ily assicnec! - to on: st I!L~ 

suppcrt erxiy ievels. 



Three independent ratns achieved ai! agr.ceme.t 12~21 of 
98% 1~4th regzd to the assigned levels 

3 Administer the %hi-ee assessme~t instruments 
7 %  I r f i i r g  sessions v:ex conduztzd in each s e a  p r g ~ m  and 
at thiee mental retadation centers. D~uirlg these sessions: 
csise mmage~s . Qualified Mental Retxdation 
Pi'ofessionals) v?ixe traked to ~omplett? the hsixemen~s for 
participants 011 their cajelo2d. As an aj l" ' , -  i r iriuilal control 
procedu~e, an author or a reseaic'n sssistan? hteii.<eit.ed a 
second person familiar with the participmt to co~ple:e 23 
inter-rat~r reliability assessment 

, ?., '-7% 7 ' D A. Resesrch Question 1: How we11 does ihz . : ' $ ~ . . ~ i v . i l .  ;redict 
..:. cu~lent "good" or "ideal" support ~na . js?  . .... 

1 , D I eiuunt i - i g r i > l  LX- ,& : a:ch .~ (betwen assessmeni: rescir and 
assigned sugpo1-t anay): 
i d  3 0.11 

2 Percat Match Within Oi;e Lev%! 
i~-sl%~&Z': 68-7 

q. - .................... . . - - . , ., , .. 

E3 Research Questior! 2 :  Jt'hz? is the hi?i..i3ter reliability 3f the 

1. Percent Exact Maicb Int$r-;a~~r LdIg~e:n~en: 
1JrC-.&%:.4P: 7ija'? 



- ' - # . - = 7 , , n  - * 1 Mean du:atioa sf the i+?iC.-~rv~+r: 1 2  !::lnUieS 
, - ., \raS,oe: 2 .- 43) 

:I.. rt'~-SiWP perfo~med . best .. with i?di~,iduaIs with high 
needs. 

3 ix7C-SN4f tended to o:;er-stinrite need 

1999 3ia'fd ----.. Test 

Design 

Follo~~vhg the &st field test, . . the .l;?:C'-,S,rG,4f' s:as jildged to k 
approximately eqml  across all variables, i11 effzctivtn?ss to the 

... :. nest best aliezative instrument, fit that t i le ,  the a~thors  ofti!? 
iJ(I(I.:xVAP were asked by Xoiih Ikolins 's 5eveIopmentai 
1:)isability Fojicy Advisoiy TA'ork I ii.3 ~.cndzct a 
comp:ehensi~:e atlalysis of the instnmen'l, usiilg the field isst 
data, wiih t l ~  goal.ol masiinizhg the iralidiiy snd iciiabi!ity of 

> -.: .- the NC..SiVAP though cxefil! revision In n i l ~ ~ ,  h e  ?iC-Si7d,dP 
was i-nl?dified by ide~~tifji.:g items asociated with errors h 

,.,? * .  
predictive validity, xld ihen efiininatl7.g or rnoalrylng th~se  

-.-. ----:item to enhance accuiacs. . . .. . .. 

%.. , C.?.,.. Followiig this sfialyjir, thr: 12-tooled ivC~-h;v2i:r ~ 2 5  field tested 
in one a ~ a  progran, ~ s i r ~ g  a straiified sample (N = ! (10) The 

, . 
desisil oft& sec~r,ij fiej:j itst ahiosf ld%r?tj:;c{ if0 th$ 1997 . . . 
L" I >  
LlCiil LU,~:  with the excefitic~: that an ~dd1i101l~l an.!ys:s YXS 

condg&:! jdentiFy eccls p i  - ; ]=ye1 

d e t e r ~ h ~ t i s ~ ,  kzsukr wtre ariaiyzed gr; biiih +i.a LIL 
. , 

c:igiilai assign?..d sil$Fcr? gi~w i;]d on . "coiizct~d" s:lrj>~ri - - 
.. : .. 

:; . . . . . . . . . 
<I :::. .,.. ... 

.I ; .. '7 

.! 



a .  That is, tile support aria); was corrected if a d s ~ ~ l u ~ ~ a . ~  p . ~ ~ : + - , . . . n ~  

idorxation wa obtained indizathg thzt ths orioial  - support 
array had been determined zskg hcenpletr or exoneoils 
infor?n2iion, o: if a clx.ng2 in ths indivtduai's status had 
O C C ~ K : ? . ~ ~  si;lce ?he j~pp:por: asa;; ::rc ., as uiig;",dl!y --. - . deternined. 

Results 

1. Research Ouestion 1: How well d6es tile IVC-S~~AP 
predict cuIyent "good" or "ideal" support iu~ays? 

a. Perc;mt Exact Match for originila! jr,o c o ~ ~ e c t i o ~ s )  
s1qpor.t airay: 70.0 

b, Peice;~~ Exact Match when S I I P P O ~ ~  m a y  c~ i tec t td  
k:. knc)>n eimss: 92.5 

? , . 
. . .. - ,, Resezrch-Qu&tjon 2: How well does me. i+ic-S2\:dP 

, .  pvdict cutzeni "good" or "ideal" suppori 21r.ay.s at eack 
. - 
heed Level (1 to j)? 



i Fc-,.,, 
I ..,at Ac~'trac7j by ? Y L P Y ~ ~  
- 4 -  -__._--------- 

I j 

i T- I 

Ln.el I Ofigina] pneo;r-ected) 1 isrr2rii-d f ~ i  %own 
I o r i  &,rag 1 3 T E L  I Suppgit Army Errors 
I 
I 3 16.2 .... -- -- 76.9 1 :  -. .. 1 . .  >J;+ -, : 91.7 

3 
I 
I 76.2 i 93.5 

1- 
4 I 85.7 95.2 

---------.--- -T-- i I 
1 .'I'-* 

I 
i 2.3 I ,L" 1 -1 F I ...... 

3. Resea:& .O uestion...3: Row well docs the IVC-~S~~P 
':.Jood,' or. "idra]" pedict current support mays  for ... . . . .  . - 

K .... irifmfs ad clrildren? 

1 Age Range C~rrrcied ibr 3kon-u S u p p ~ ~ t  

I- . 
.... . Arras Er ? ors 

L---------- - -, 

I I 

h e 4  2.02 -.. 5 years I 1 CO -- - I ___- -.--- 
I I -I I 



Chapter 8 

Ass m:e.rs to F'reqircrrth-Asked w Questions 

General Information about rile iPTC7-Si?,W 

3 How was tlie 1YC-Sit54f~ deseloped? 

? i :  The NC-.SNAP was detf?toped through a &..i ytta, 1.esza5h 
project with the aim of developing en easy. to.use,, reliabl.: and . . 1 va:id asszssm.:nt tool, 'rrlls nccon!plished t!~ougn a: 
extensive comparative fk!d te5t., 

> Z o w  ylas the ATCS;Y4P vniidafed? 
. . 
.... . .. . . 

WC-.sN.@ %,-as validated by deteii;ur;l~g pxsdictive 
qualities in an e;-$e~sive fi& 'test, :i%p ?<!'C-SN,.?P was 
a d r h b i e ~ c d  to hundreds ofparsons ~vho  wae receiving gcod 
to ideal seiviczs u;jt:h sulpport a n q s  thst rmgd from low 
@eve! i j to high fLeval.5). The NC-.S-h.AJ pizdictec! the levei 
of xed or. st~pport %ray a high percentage ofthe th.?. 

.. .. 7.2. 3 i 'o  tv reIiabIe is. the 2YC2Qy:4 P1 ' .  

The Ni.'-S?JAT :t-ill be used 25 tile stagda:d asszjsrnznt tool . . A:*": ' 1 ,  
/ 

LL n . for. persons i~~:ifi :!er:eiopmenial ill>cLo!!!t:es in ~ z i ) l & i  ... . ..:>; 2, A . ,:.. 
..z ... <.:. . . 



3s part of the. process ib identqq seeds for support md zs tia . . 1 ;.i~itlnl step i ~ .  the dsvel::pment of a s2pp;lpor.t p1.22. 

k @'ill ,VC-,C&54f rcxuits 3e used to detzr~jtine w h d   entices 
ale 6eJi1weri lo a riimi? 

No. The NC-SNAP does not specify se17:iices. It identifies 
needs, tvhich can be net  through a variStl; of services. 
Therefare, services will bit neither added nor taken away 
so:ely oc the basis cf a Nc"-SN*AP scare. 

> LThoulri file iVC'-§X4P 6e reada1izi3tzred each time ike 
kdivid~:lri;ll obtains iz ?Jew or ii'gjr~rznf S P I Y ~ C ~ ?  

Nuio. Again, the TU'C.-SXL41D does lint speciQ services. Ii 
identifies needs, ,~:hich tail be met though a vzriety o f '  
seryices 

. . 
$ B P ~ ~ I I  shrt:dd i j z ~  jW-,S:'.i'AP he reddii;.zirri~Iereif? 

- 1--l 

iiit LXL.-,SN~ALF sholild be readm_i..istcred at least a?ilrwt11:y or  
v~ : ,.,,l.,.,~t ,+-;....- there is a ~igcjficazt change ir thc ii?dividtlal:s need 

prafile (c,g,,  he indi~~idual suffzis a debilitating str;~l;?) 

The Nc-,.3K2q is n!;t t i ~ d  to &qdi!'ng on ritha. an indiyidual or  
, - 

a ~ g r . 2 g ~ t ~  hasls rhz issu? of whether to do So md how to do 
.so is, !.:2 wevei. ui;der c o r ~ i d e ~ a t  ion,, 



Nof nscessslrily, althoiig:? ifis ivill usually k t!le ~ 2 5 2  s ti it^^ 
is no st& educational require~erit to conlplcte the NU- 
SNAP. 

Yes. All psrsons nith a diagaosis of devslopnental 
disabilities svho are cuu611tly served under the North Carolina 
QD Service System (or on the waiiiiig !ist for sen~i.ces) shnt~ld 
havi: a NC-2W.U completed fix them. 

P'i~nt cbour' chiidren iil ear& irsiente~ifisfl p;ograittj i d 6  
ilo noi hat.? a firinnl diagnosis 0)' dmelopnextal 

~. 
. . .. . ... :. . . . . . . Ri'sabiliQ? ... 

In the absence of a formal diagnosis of develt~prriental 
tiisability, children ~vil! ~ c e i v e  a NC-SNA? on!y ?there has 
been an qqdication m d i  on tne2 behalf fa;. CAP $.ndir,g, . . 
they are receiving C;1P finding, or they are recel~,r;ig 
residentid suppo~ts specifically desizned 3.t. pe:.sons v:iih 
developnental disabi!iiies. 

-.I ... - . ... L ,. , .. .. . .. . - . - . . . ,, .. , , - .  

B If a~3 iindi~idu(~1 has ?20 assigned case txanager, who 
be r.esjons.l't!z$or ari.~ti?iisftlr!~g ilze ?ji?-Sitj-r_P? 



.x.*-- , Those cmrenily ;eceivkg no services ai!i h a ~ e  8 7 uB TC; - . . 
1 ..,, '4 ,r SNAP completed 0: i.ila)i 3 1, 2000. Those cun.ently iecelvmg 

services (i.e,., but awaiting iidditioxl ser-vices) shou!d haye a 
?.TC...S'NAP adml~istcxed prior to their arinual planning meeting 
ji.e : IEP, PCC, IPP, etc.) 

3 .Ij' nil indi~fiiiual i3 not recei+3itzg supports or ~ c r i i c ~ ~  ond 
ftm no case manager, tvfro sho.i~l;lsg-ve ar thg ~xarnimr? 

tinless the individual is on the TvT&:i:1g List, rile i\iC.. . . 
SNAP will not be adA4nisterell to individuals mi iecel-i.%iig 
SI IPPO~~S or seryikes from the Nc~th  Ca~ofna  Service Systetn 

7.7= . - ,- I f?ty sllo!Jd rece:;Je :h:h: certiEcation r i~nbe r  E.L A A* ifit 

corngletion of the iraiqitlg. After the ; r a m &  a laiilinated 
certification c s i j  vvjlj be sznt pto them It laoks pretty coo!! 

hn order to be c s ~ ~ ~ e d ,  students must n-iett the certificatio~~ 
., 3 ,- . . 

crrcei.ia. If si~nlegn," ~ 3 3  ntjt s ~ c c s s s ~ l j y  meet these C:I.CC:.I~: . . he o; she hc:.ilcl ieneet rile tiainir,g. 



> .W?!i ?!! ~trczrl io be rzcerf#ed a5 nrf maminrt~r iJ'i move to 
nnotherpn.rt L i f i ! i ~  staie? 

\ " r l  - No. Yor; may contbyde to USE p i i r  0i.igLla1 ; ~ c , - ~ , h A 9  
Exznine: number aiiywhere il Noith C ~ o l h a . .  Also, there k 
no plan to reqilke recertification of examiners 

N o  Only certified i~~siructors IiUY train and ~ei-ti$ 
exmmin.irs, 

At this time, on!y Outreach md StaffDevelopm$nr staff fioin 
L- .; . .: . the . Mental .... P.etarda?ioi~ Centers can be traified ia 'oecoxe 

instructors Thzy mnst be c&ifid by the ?iC-SN..@ 
iesearche~s 

h'opefi!l!y:, yes. I t  is ar~ticipated t h t  the LOE and hG.2 ~aill 
be rzplaced. Iiowsver., these forms should conthue to be >wed - llrltii notification is received fiom the DD Szction, - - -  - , .. .-- ., - . . . . . . - .. . .. 

a .  'The %C-.SY44.P and ail related mte r i s !~  ( i s ,  databas- 
sofi~.v.;ars, irlsti~~ctional video, Instructor's Mznua!, Examha's 
Guidt) are copyrighted. Ho%wer, theslv ~xiterials are , 

zvsi]able 5e.e of charge i~llefi us;J by thz state of I-J;:o*+;. :l,l: 

Carolina in accordance to policy, Pleas: contact one of ?h? 
'? ... . .. .... 

.. :.... XC-Sc. iT anthers if yc;u need hIther claiiscaticn, 
.. . :. ; . . .:;::,; 



Store the comp!eted NC-.SNAP in the individual's permanent i 
! record, in a csntralized ~ecords lc~cation, cr rvhe~ei~e: oEciai ! ., .,. e i i g ~ ~ ~ l l t y  I ~ C O I ~ S  xi: maintaine-i 

We ieco~ninend using a pen. Black ink is somerimes prefwed 
01 evzn r equired 

Each of the $ARCS have an established procedwe to distribute 
NC-SNAP fo rm and ielated materiais, Contact your regiorn1 

. . - .. . .. &P,C ... . for fil~iher informatron, JJ.%.en the regio~?zI RBC'S 
stlpp!ies iun !ow, they shouli l  hotify the DT) Section in 
h l e i g h .  

> tt'ill n r2gis3'rmti~tz *fke be chnrged /or fhe Examiner's 
Training'? 

No. The &tar&:ion (3'entzrs' O.;t:each Departments 
-. do riot chxg.: xgjifrption for lequired [raining. - -  ?... 



'Tifc sifort w.syx.: is that if you boil't h o w ,  answer 'XO,,'' 
il[ov;.&wr, if ally member of the InterAgency Cowcil has 
reviewed the case, answer "yes" and wr.i;e in their rraxne, 

Enter the name bf the "responsible" couq?y (i e ,  ti'ie r:ou!liy 
with f ~ m a l  respondbilky far the indivi&iia!),. 

. : .... ........... .. - . . . .  
.. 

3;. 3yp ;;r $]jg B2c@f,q ~ l l ~ : ~ ; y ~  j9 g:?d? 

?'fie cumu~stivt'doip.ia scores a d  81;: cuninlatis~i raw scurzs . . .  
zre calcula~ed far i:esearci.; purposes on!y at t i ~ u  tLme 

>, $ 1  e %I3izd Ecnlfit .Proj~s5i~~nil!" co1r;i;w~ gf tifie 

- ? ,  
';He~flif~ Care ;S'iippo;<~" domai~ ,  i/1;'2~ opf!on.s are 'Ieess 

........................ - . 
.. tff~n-7pee~~~' vt iweek-~i.~ ou more,.' Does less ihan. weekly - ... -- 
mecn the i j ~ i i i ~ i d i ~ l  s e a  the projkssi~r:ai 1e.s~ ofizn (zg., 
once a na~nfi!) 7 

3-e~  FQ: ~13i;:e ~ < ~ ~ i ~ p , ~  :,bjs !lils bl*en ~ ~ ~ ~ ~ h ~ i ~ ~  i~ S O t i K  
e x ~ m ~ e r s , ,  I n s n  :tyJiirLt ill? FJtz-SXLA> :;;.e ci.&nse .. - > l,.? ..-.. ..: 1 c *..,-- die yq~;.:l~g :Q 'iz;; than once p2: .3.L.i; ~!,i! ~ i t : ; ~  a ~ \ e z k  or 
mare o f l e ~ '  



- -  , 
I:!trrnziteiy, tile ~ x n l i n e r  should sco~i: the itex Dais;et! on his or 
her own judginefit ~&er ~bvi~wing  all av2i!zb!e infoinxition If 
tfirc sources disagree, the zxarniie: should seek &dditiomI 
infoination fe.g.,, bnm other pelsons or evaluatiom, direct 
obse~vAti:~n) to make ail accurate decision. 

> .hsfrr:cfi~iis yo? t f i :~ iYC-;SiY,+F stnit? flzd :Fir! exatrtizzr 
shoiifd oness the ir idi~id~inl '~ 'need' as opposed i~ t.hz 
S E P Y ~ C ~ S  ci~rren!ly dzIi11er~d Ho r-twcr, :he '$hy5ician 3 
szwices " coI~imtl i rndz~ ''Hsaffh C Q  Sgpports" 
3liggrs.t~ that iAe exarnintr shalild average the number t;j" 
physicinn &sirs drtritzg ihe prz~ious year, I f  this a 
contrurlicfion 3 

, a .  Not really: although \Y.S can see why t'his m l g ~  seem mcleer. 
When gauging ths intensity of x e d  associated with an 
kdividual's c h o r i c  health c2re need it i helpfili to assess the 
Ezqiie~lsy of'reipired physician ifiteirention. If, however, thz 
exzn ihe~  feels that .tile previous year's Everage does fiat 
accgx.at-ly reflect ithe iniiiyiciual's mosi clx;.mt needs (e.g., due 

, .  . to a "--y "-' -- .-*.. EnR G L ; - L ~ , I L  slSliillu-nt change i., medical siat~ss), the score 
-.: .. ... . ..., tli&-best -rtpr.e~?&.s .these mc~jt c~rent..  - needs : shou!d be .. -- 

mzke3 



icgtmce, some communication dsviczs are very sostiy to 
pu~chase. If the indlvid~d doss not req~ire fr,equznt (i.e , less 
o3en ihan once per mot$h) silppori ti) iilaiiiiaiii the eijuip~xnt, 
S C G T ~  L.evel 1 

This is a fix~fi that c a l  be i i i i t ed  prior to XI Exanher's 
Trainkg Cless. It, can b.: found i.1 th? MC.,SAXP Database 
Program, in the "Repo~.ts" folder. This can be very useful in 
organizing th? class rosier and assignirig eximiiler nurnbe~s. 

Page 4 of the NC,.SN.AP can be used as a ~wrksheei fbi the 
:.. . > -..- ... .. .. . dev$loprr,er?t of2 persona! suppq;~ . . plan. 

Remember that the NC-SitiAF is designer', to %nt:iioralij 
assess ztl i3dividual's !cvel of intensity of need. Sofile a rea  
S E C ~  is ~ocatian aild c.omunicatian, i.~rhile exT~eme!y 

rI. 
.. . . .. . . .. . .. .. - - . - . important. aspects of an..i.adividual's. lifc, di? i o t  w i l y  fit big 

I J r )  D need levels,, During our field testhg of the il'C-:Sirril we 
foand that iriclridkg a categtxy for 7-ocationa! supp:t needs 

T.11 actually liult (1:~ pr~dic tke  validity of thz i~t:umsiir. ~ , e  
specu!a:.s :&;ti this is k;;tc31se of the ;vide range of' uspc.rts 
ne.&d 3.i el;, 



CJuestiobs about the statevvjde database 

The pri;garn is twitten in l\lriicrosojj -Access, Instaila?ion is 
don2 via a CD. Ther.~efire, the cozptlter inust hav.2 8 CD- 
Di'ive acd i\&cr.osqf? jiVin;/o~i~ 95 or. 98, Eoivz~et ,  thi: 
c o q u t z r  doss nat require -.4ccgss.s itsclf. Finally: t h e ~ e  are , 
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APPLICATION FOR SCL WAIVER AND ICF/MR SERVICES  
Read attached instruction sheet before completing this application 

                                                                                                                                                    Sex:  M   or  F  
 
 Name _________________________________________________________________________________  

First      Middle          Last 
  
 Social Security Number ___________________________   Medical Assistance Number  _____________________ 
 
Date of Birth: _____________________________                          Phone #: (____)___________________   
   month              day                  year 
 
 Present Address _______________________________________________________________________ 
     Street 
 _____________________________________________________     __________________  
                  City   County   State   Zip Code 

 

 

 
 
Legal Representative/Guardian  __________________________________________________ 
 
Address_______________________________________________________________________________ 
 
_________________________________________________________________________________  

  City   County   State   Zip Code 
 
Phone _____________________________ Relationship to Applicant _______________________________ 
                                                                                                                       (Ex: mother, father, friend) 
 
Legal Rep./Guardian’s Signature__________________________________________  Date ______________________ 
 

Case Management Provider Name  
and Address  
 
Name____________________________________________________________________________________ 
 
Address_________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
           City          County              State  Zip Code                   Phone Number 

Section 2

Section 3

Section 1

 
Section 4
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 DSM Diagnosis: 

Axis I (Mental Health): ___________________________________________________________________ 
Axis II (Mental Retardation/Developmental Disability) :________________________________________ 
Axis III (Physical Health):  ________________________________________________________________ 
Age Disability Identified:   ________________________________________________________________ 

 
 
             _____________________________________       ______________________                SCL Waiver                
  Physician/SCL MRP Signature                                   Date 
         
             _____________________________________     ______________________                ICF/MR               
             CMHC MR/DD Director Signature           Date 

Section 5 
 

 
Applicant's Signature   _____________________________________    Date _______________________ 

PLEASE TELL US ABOUT THE APPLICANT BY CHECKING ONE BOX UNDER EACH HEADING. 
 

 
6. MOBILITY      7.  COMMUNICATION 

 
 Walks independently  Speaks and can be understood 
 Walks with supportive devices  Speaks and is difficult to understand 
 Walks unaided with difficulty    Uses gestures 
 Uses wheelchair operated by self     Uses sign language 
 Uses wheelchair & needs help    Uses communication board or device 
 No mobility    Does not communicate 

 Comments:_____________________________ Comments:________________________________________ 
  ______________________________________  _________________________________________________ 
 

8. HOW MUCH TIME IS REQUIRED FOR ASSURING SAFETY? 
 

 Requires less than 8 hours per day on average 
 Requires 9-16 hours daily on average 
 Requires 24 hours (does not require awake person overnight) 
 Requires 24 hours with awake person overnight 
 Extreme Need: Requires 24 hours, awake person trained to meet individual's particular needs; continuous monitoring 

 
COMMENTS:_________________________________________________________________________________________
________________________________________________________________________________ 

 
9. HOW MUCH ASSISTANCE IS NEEDED FOR DAILY LIVING TASKS? (Choose only ONE box) 

 
 

 No assistance needed in most self-help and daily living areas, and 
 Minimal assistance (use of verbal prompts or gestures as reminders) needed in some self-help and daily living 

areas, and 
 Minimal to complex assistance needed to complete complex skills such as financial planning and health planning. 
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 No assistance in some self-help, daily living areas, and 

 Minimal assistance for many skills, and 
 Complete assistance (caregiver completes all parts of task) needed in some basic skills and all complex skills. 

 
 

 Partial (use of hands on guidance for part of task)  to complete assistance needed in most areas of self-help, 
daily living, and decision making, and 

 Cannot complete complex skills. 

 
 

 Partial to complete assistance is needed in all areas of self-help, daily living, decision making, and complex skills 
 

 
 

 Extreme Need:  All tasks must be done for the individual, with no participation from the individual 
 

 
 
10. HOW OFTEN ARE DOCTOR VISITS NEEDED? 
 

 For routine health care only / once per year 
 2-4 times per year for consultation or treatment for chronic health care need 
 More than 4 times per year for consultation or treatment 
 Extreme Need:  Chronic medical condition requires immediate availability and frequent monitoring 

 
COMMENTS:_________________________________________________________________________________________
________________________________________________________________________________ 
 
11. HOW OFTEN ARE NURSING SERVICES NEEDED? 
 

 Not at all 
 For routine health care only  
 1-3 times per month 
 Weekly 
 Daily 
 Extreme Need:  Several times daily or continuous availability 

 
 COMMENTS:_______________________________________________________________________________ 
 __________________________________________________________________________________________ 
 

12. ARE THERE BEHAVIORAL PROBLEMS?      Yes      No    
 

 IF YES-PLEASE CHECK ALL THAT APPLY. 
 

 Self Injury 
 Aggressive towards others 
 Inappropriate sexual behavior 
 Property destruction 
 Life threatening (threat of death or severe injury to self or others) 
 Takes prescribed medications for behavior control 
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 PLEASE CHECK ONE ANSWER UNDER EACH QUESTION, UNLESS OTHERWISE INDICATED. 
 

13. WHERE IS THE INDIVIDUAL CURRENTLY LIVING? 
 

 Living with family/relative  Living in own home or apartment   Foster Care 
 Group home or personal care home  Nursing home  Psychiatric Facility 
 ICF/MR (Intermediate Care Facility)  Living with a friend  Other __________ 

 
14. DOES THE INDIVIDUAL CURRENTLY RECEIVE ANY OF THE FOLLOWING SERVICES?  (CHECK ALL THAT 

APPLY) 
 

  Supported Living   Medicaid EPSDT (if under 21) 
  Medicaid Acquired Brain Injury    Medicaid Home & Community Based Waiver 
  Supported Employment   Mental Health Counseling or Medication for 
  Home Health   a mental health condition 
  Other Medicaid Services   In home Support 
  Day Program   Residential 
  School   Respite 
  Behavior Support   Occupational Therapy 
  Transportation   Case Management 
  Speech Therapy   Other ___________________________ 

   Physical Therapy 
 

15.  WHAT SERVICES ARE NEEDED NOW OR IN THE FUTURE? 
 
  Day Program   In home Support 
  School   Residential  
  Respite   Behavior Support 
  Transportation   Occupational Therapy 
  Speech Therapy   Case Management 
  Physical Therapy   Supported Employment 
 
 16. THE FOLLOWING ARE 5 CHOICES FOR FUTURE LIVING ARRANGEMENTS.  WHERE WOULD THE APPLICANT 

PREFER TO LIVE IN THE FUTURE?  CHOOSE ONLY ONE (1): 
 

 At home with a family member with someone to come in and help 
 In the person's own home with minimal supports 
 In a 24 hour staffed residence in the community 
 In a 24 hour supervised family home in the community 
 Ina 24 hour staffed group home in the community 
 In an ICF/MR 

 
 17.  WHO IS THE PRIMARY CAREGIVER? (If staff, do not answer questions 18 & 19.) 
 
  Mother  Father  Grandmother  Grandfather  Aunt  Uncle  Staff 
  Sister  Brother  Friend  Neighbor   Other: Who? _________________________ 
 
 18.  WHAT IS THE AGE OF THE PRIMARY CAREGIVER? 
 
  Less than 30 years old  31-50 years old   51-60 years old  61-70 years old 
  71-80 years old   Over 80 years old  
 
 19. THE PRIMARY CAREGIVER'S HEALTH STATUS COULD BE CLASSIFIED AS: 
 

 Poor  Stable    Good    Very Good 
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 Comments: _______________________________________________________________________________  
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
Person Completing Application: __________________________________________________________________ 
     Print Name  
 
     __________________________________________________________________ 
     Relationship to Individual (if not individual)   
    
     __________________________________________________________________ 
     Phone Number 
 
     _____________________________________    ___________________________ 
     Signature        Date 
Additional Comments: __________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 

Mail to: 
The Division of Mental Retardation 

100 Fair Oaks Lane, 4W-C 
Frankfort, Kentucky 40621 



SCL APPLICATION INSTRUCTIONS 

Read these Instructions before completing the enclosed application 

* DO NOT LEAVE BLANK OR YOUR APPLICATION WILL 
BE RETURNED TO YOU AS INCOMPLETE 

Section 1 

*Name- Please print first, middle and last name of applicant legibly 
*Sex- Check M for male and F for female 
* SS#- Should only have 9 numbers 
"Medical Assistance #- This is the # on your MEDICAID card 
*DOB- example: 0811 8/1966 
Phone #- Always include area code If no phone, please indicate this 

*Present Address- Please print legibly 

Section 2 

Complete this section only if' you are the LEGAL representative or guardian 

If' applicant is a minor there must be a legal guardian 

If you complete this section you MUST sign your name in this section 

Section 3 

Complete this section if you currently have a case manager This is someone 
who coordinates services. This could be a person or an agency such as the 
local comprehensive care center. in your area. If you do not have a case 
manager leave blank, 



Section 4 

*This section MUST be completely filled out and signed by a Physician or a 
SCL MRP (mental retardation professional). 

If applying for placement on the SCL waiting list, you must attach 
supporting documentation for the MR/DD diagnosis, this may be a 
psychological, report of school testing or any other reports that verify the 
diagnosis listed,, 

CMHC MRlDD Director Signature is NOT required unless you are 
applying for ICF/MR (facility) placement, 

If applying fbr ICFIMR placement you must attach a copy of' applicant's 
current Individual Support Plan, current Psychological, social history, crisis 
plan, behavior support plan, a current needs assessment, and minutes from 
the team meeting with a recommendation for ICFIMR admission.. A MRJDD 
director's signature indicates that all community options have been 
exhausted and an ICFIMR is the least restrictive placement available,. 

* Axis I (if there is no diagnosis put "none") 
* Axis I1 (if' there is no diagnosis put "none") 
* Axis I11 (if there is no diagnosis put "none") 
* Axis IV (if there is no diagnosis put "none") 

* Age disability identified-this is the age the applicant was diagnosed with 
mental retardation or a developmental disability (Ex: bir.th, 1 yr old, etc,) 
Mental Retardation must be present prior to age 18; Developmental 
Disabilities must be present prior to age 22. 

Section 5 
Applicant MUST sign this section if helshe does NOT have a legal guardian 

If unable to sign, a mark or "X" is acceptable 

*Questions 6,7,8,9,10,11,13,16 
Please check only ONE box that best describes the applicant 



Person completing Application 
*Name of' person completing this form 

What is your relationship to the applicant? 
Phone # of'person completing this form 

Signature and Date 
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MEDICAID WAIVER ASSESSMENT 
SECTION I – MEMBER DEMOGRAPHICS 

Name (last, first, middle) 
      

Date of birth (mo., day,  yr.) 
   /   /     

Medicaid number 
      

Street address 
      

County code
    

Sex (check one) 
Male           
Female 

Marital status (check one) 
Divorced Married Separated 
Single Widowed 

City, state and zip code 
      

Emergency contact (name) 
      

Emergency contact (phone #) 
(     )     -     

Member phone number 
(     )     -     

Is member able to read and 
write Yes No 

Member’s height          
Member’s weight       

SECTION II – MEMBER WAIVER ELIGIBILITY 
Type of program applied for (check one) 

 Home and Community Based Waiver   Model Waiver II 
 Acquired Brain Injury Waiver  
 Supports for Community Living Waiver 
 Consumer Directed Option   Blended 

Adjudicated       /Nonadjudicated___ _____      
Type of application (check one) 

 Certification  Re-certification  Re-application 
 

Member admitted from (check one)  
Home Hospital Nursing facility   ICF/MR/DD 
Other_________________________ 

 

Certification period (enter dates below) 
Begin date    /   /      End date    /   /     
Certification number:_______________________  

Has member’s freedom of choice been explained and 
verified by a signature on the MAP 350 Form  Yes No  

Has member been informed of the process to make 
a complaint  Yes No (see instructions)  

Physician’s name 
      

Physician’s license number 
(enter 5 digit #)         

Physician’s phone number 
(     )     -     

Enter member’s primary diagnosis: HCB (ICD-9 code); SCL (DSM code); ABI (ICD-9 and/or DSM)               
 
Enter all diagnoses including DSM or ICD-9 codes: 
AXIS I:  (mental illness)      
AXIS II:  (MR/DD)      
AXIS III: (Medical)      
 
 

Is the member diagnosed with one of the following?  
 Mental Retardation/ IQ=         (Date-of-onset    /   /     )  
 Developmental Disability       (Date-of-onset     /   /     )  
 Mental Illness                          (Date-of-onset    /   /     ) 
 Brain Injury                              

Cause of Brain Injury:        
Date of Brain Injury:    /  /     
Rancho Scale ______________________                                          
 

SECTION III – ASSESSMENT PROVIDER INFORMATION 
Assessment/Reassessment provider 
name: 
      

Provider number 
      

Provider phone number 
(     )     -     

Street address 
      

City, state and zip code 
      

Provider contact person  
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Name (last, first)       Medicaid Number       
SECTION IV SELF ASSESSMENT 

*For SCL and ABI waivers only              *add additional pages as needed 
Community Inclusion (what do you like to do or where would you like to go in the community, where do you go for 
recreation, do you not get to go somewhere that you would like to) 
 
 
 
 
 
Relationships  (How do you stay in contact with your friends and family, do you need assistance in making or keeping 
friends, who are your friends) 
 
 
 
 
 
 
Rights (do you understand your rights, are any of your rights restricted, do you know what is abuse or neglect) 
 
 
 
 
 
 
Dignity and Respect (how are you treated by staff, do you have a place you can go to be with friends or to be alone or 
have privacy) 
 
 
 
 
 
Health (who are your doctors ,do you have any health concerns, what medicine do you take, how do they make you feel,) 
 
 
 
 
 
 
Lifestyle (do you have a job, do you want to work, do you want to go to school, do you go to the bank, do you have 
spending money to carry) 
 
 
 
 
 
 
Satisfaction with supports (are you satisfied with your services and supports, what do you like about them, what do you 
dislike about them, do you feel like you have choices about what you can do, are you happy with your life, what are you 
happy about, what are you unhappy about) 
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Name (last, first)       Medicaid Number       
SECTION V – ACTIVITIES OF DAILY LIVING 

1) Is member independent with 
dressing/undressing 

Yes No(If no, check below all that apply and comment) 
 Requires supervision or verbal cues 
 Requires hands-on assistance with upper body 
 Requires hands-on assistance with lower body 
 Requires total assistance 

 

Comments:       
      
      
      
      
      

2) Is member independent with grooming 
Yes No(If no, check below all that apply and comment) 
 Requires supervision or verbal cues 

Requires hands-on assistance with 
 oral care  shaving 
 nail care  hair 
 Requires total assistance 

Comments:       
      
      
      
      
      
 

3) Is member independent with bed mobility 
Yes No  (If no, check below all that apply and comment) 
 Requires supervision or verbal cues 
 Occasionally requires hands-on assistance 
 Always requires hands-on assistance 
 Bed-bound 
 Required bedrails 

 

Comments:       
      
      
      
      
      

4) Is member independent with bathing 
Yes No  (If no, check below all that apply and comment) 
 Requires supervision or verbal cues 
 Requires hands-on assistance with upper body 
 Requires hands-on assistance with lower body 
 Requires Peri-Care 
 Requires total assistance 

Comments:       
      
      
      
      
      

5) Is member independent with toileting 
Yes No  (If no, check below all that apply and comment) 
 Bladder incontinence  
 Bowel incontinence  
 Occasionally requires hands-on assistance 
 Always requires hands-on assistance 
 Requires total assistance 
 Bowel and bladder regimen 

 

Comments:       
      
      
      
      
      
      

6) Is member independent with eating Yes No 
(If no, check below all that apply and comment) 

 Requires supervision or verbal cues 
 Requires assistance cutting meat or arranging food 
 Partial/occasional help 
 Totally fed (by mouth) 
 Tube feeding (type and tube location) 

 

Comments:       
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Name (last, first)       Medicaid Number       

7) Is member independent with ambulation 
Yes No  (If no, check below all that apply and comment) 
 Dependent on device 
 Requires aid of one person 
 Requires aid of two people 
 History of falls (number of falls, and date of last fall)   

 

Comments:       
      
      
      
      
      

8) Is member independent with transferring 
Yes No  (If no, check below all that apply and comment) 
 Requires supervision or verbal cues  
 Hands-on assistance of one person 
 Hands-on assistance of two people 
 Requires mechanical device 
 Bedfast 

 

Comments:       
      
      
      
      
      

SECTION VI - INSTRUMENTAL ACTIVITIES OF DAILY LIVING 
1) Is member able to prepare meals Yes No 
(If no, check below all that apply and explain in the comments) 

 Arranges for meal preparation 
 Requires supervision or verbal cues 
 Requires assistance with meal preparation 
 Requires total meal preparation 

Comments:       
      
      
      
      
 

2) Is member able to shop independently 
 Yes No 
(If no, check below all that apply and explain in the comments) 

 Arranges for shopping to be done 
 Requires supervision or verbal cues 
 Requires assistance with shopping 
 Unable to participate in shopping 

 

Comments:       
      
      
      
      

3) Is member able to perform light housekeeping  
Yes No 

(If no, check below all that apply and explain in the comments) 
 Arranges for light housekeeping duties to be performed 
 Requires supervision or verbal cues 
 Requires assistance with light housekeeping 
 Unable to perform any light housekeeping 

 
 

Comments:       
      
      
      
      
      

4) Is member able to perform heavy housework  
Yes No 

(If no, check below all that apply and explain in the comments) 
 Arranges for heavy housework to be performed 
 Requires supervision or verbal cues 
 Requires assistance with heavy housework 
 Unable to perform any heavy housework 

 

Comments:       
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Name (last, first)       Medicaid Number       

5) Is member able to perform laundry tasks 
Yes No 

(If no, check below all that apply and explain in the comments) 
 Arranges for laundry to be done 
 Requires supervision or verbal cues 
 Requires assistance with laundry tasks 
 Unable to perform any laundry tasks 

 
 

Comments:       
      
      
      
      
      

6) Is member able to plan/arrange for pick-up, 
delivery, or some means of gaining possession of 
medication(s) and take them independently  

Yes No 
(If no, check below all that apply and explain in the comments) 

 Arranges for medication to be obtained and taken correctly 
 Requires supervision or verbal cues 
 Requires assistance with obtaining and taking medication  

     correctly 
 Unable to obtain medication and take correctly 

 
 

Comments:       
      
      
      
      
      
      

7) Is member able to handle finances independently  
Yes No 

(If no, check below all that apply and explain in the comments) 
 Arranges for someone else to handle finances 
 Requires supervision or verbal cues 
 Requires assistance with handling finances 
 Unable to handle finances 

 
 

Comments:       
      
      
      
      
      
 

8) Is member able to use the telephone independently 
Yes No 

(If no, check below all that apply and explain in the comments) 
 Requires adaptive device to use telephone 
 Requires supervision or verbal cues 
 Requires assistance when using telephone 
 Unable to use telephone 

Comments:       
      
      
      
      
      
 

SECTION VII-NEURO/EMOTIONAL/BEHAVIORAL 
1) Does member exhibit behavior problems 

Yes No (If yes, check below all that apply and explain 
the frequency in comments) 

 Disruptive behavior  
 Agitated behavior  
 Assaultive behavior  
 Self-injurious behavior  
 Self-neglecting behavior 

 

Comments:  
Date of functional analysis:   /  /     and/or 
Date of behavior support plan:    /  /     
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Name (last, first)       Medicaid Number       

2) Is member oriented to person, place, time  
Yes No  (If no, check below all that apply and comment) 
 Forgetful  
 Confused 
 Unresponsive 
 Impaired Judgment 

 

Comments:       
      
      
      
      
 
 

3) Has member experienced a major change or 
crisis within the past twelve months Yes No 
(If yes, describe) 
 

Description:       
      
      
 
 
 
 
 
 
 

4) Is the member actively participating in social 
and/or community activities Yes No  
(If yes, describe) 
 

Description:       
      
      
 
 
 
 
 

5) Is the member experiencing any of the following 
(For each checked, explain the frequency and details in the 
comments section) 

Difficulty recognizing others   
Loneliness   
Sleeping problems 
Anxiousness   
Irritability   
Lack of interest   
Short-term memory loss   
Long-term memory loss   
Hopelessness  
Suicidal behavior   
Medication abuse   
Substance abuse 
 Alcohol Abuse 

Comments:       
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Name (last, first)       Medicaid Number       

6) Cognitive functioning (Participant’s current 
level of alertness, orientation, comprehension, 
concentration, and immediate memory for simple 
commands) 

  Alert/oriented, able to focus and shift 
attention, comprehends and recalls task 
directions independently. 

  Requires prompting (cueing, repetition, 
reminders) only under stressful or unfamiliar 
conditions. 

  Requires assistance and some direction in 
specific situations (e.g., on all tasks 
involving shifting of attention),    or 
consistently requires low stimulus 
environment due to distractibility. 

  Required considerable assistance in routine 
situations.  Is not alert and oriented or is 
unable to shift attention and recall directions 
more than half the time. 

  Totally dependent due to disturbances such 
as constant disorientation, coma, persistent 
vegetative state, or delirium. 

 

Comments: 

    7)  When Confused (Reported or Observed): 
  Never 
  In new or complex situations only 
  On awakening or at night only 
  During the day and evening, but not 

constantly 
  Constantly 
  NA (non-responsive) 

 

Comments: 

     8) When Anxious (Reported or Observed): 
  None of the time 
  Less often than daily 
  Daily, but not constantly 
  All of the time 
  NA (non-responsive) 

Comments: 

      9) Depressive Feelings (Reported or Observed): 
  Depressed mood (e.g., feeling sad, tearful) 
  Sense of failure or self-reproach 
  Hopelessness 
  Recurrent thoughts of death 
  Thoughts of suicide 
  None of the above feelings reported or 

observed 
 

Comments: 
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     10)  Member Behaviors (Reported or Observed): 
  Indecisiveness, lack of concentration 
  Diminished interest in most activities 
  Sleep disturbances 
  Recent changes in appetite or weight 
  Agitation 
  Suicide attempt 
  None of the above behaviors observed or 

reported 
 

Comments: 

      11) Behaviors Demonstrated at Least Once a    
Week: 

  Memory deficit:  failure to recognize 
familiar persons/places, inability to recall 
events of past 24-hours, significant memory 
loss so that supervision is required. 

  Impaired decision-making:  failure to 
perform usual ADL’s, inability to 
inappropriately stop activities, jeopardizes 
safety through actions. 

  Verbal disruption:  yelling, threatening, 
excessive profanity, sexual references, etc. 

  Physical aggression:  aggressive or 
combative to self and others (e.g. hits self, 
throws objects, punches, dangerous 
maneuvers with wheelchair or other 
objects). 

  Disruptive, infantile, or socially 
inappropriate behavior (excludes verbal 
actions). 

  Delusional, hallucinatory, or paranoid 
behavior. 

  None of the above behaviors demonstrated. 
 

Comments: 

12 )  Frequency of Behavior Problems (Reported or   
Observed) such as wandering episodes, self abuse, 
verbal disruption, physical aggression, etc.: 

  Never 
  Less than once a month 
  Once a month 
  Several times each month 
  Several times a week 
  At least daily 

 

 



Commonwealth of Kentucky 
Cabinet for Health and Family Services 

Department for Medicaid Services 
 

 
Page 9 of 15  

 
MAP 351 (Rev. 3/07) 

Name (last, first)       Medicaid Number       

   13)   Mental Status: 
  Oriented 
  Forgetful 
  Depressed 
  Disoriented 
  Lethargic 
  Agitated 
  Other  

_______________________________________
__________ 

 

Comments: 

     14) Is this member receiving Psychiatric Nursing 
Services at home provided by a qualified psychiatric 
nurse? 

  No 
  Yes 

 

Comments: 

SECTION VIII-CLINICAL INFORMATION 
1) Is member’s vision adequate (with or without 
glasses) 

Yes No Undetermined 
(If no, check below all that apply and comment) 

 Difficulty seeing print 
 Difficulty seeing objects 
 No useful vision 

 

Comments:       
      
      
      
      
      

2) Is member’s hearing adequate (with or without 
hearing aid)  

Yes No Undetermined 
(If no, check below all that apply, and comment) 

 Difficulty with conversation level 
 Only hears loud sounds 
 No useful hearing 

 

Comments:       
      
      
      
      
      
 

3) Is member able to communicate needs  
Yes No  (If no, check below all that apply and comment) 
 Speaks with difficulty but can be understood 
 Uses sign language and/or gestures/communication device 
 Inappropriate context 
 Unable to communicate 

 

Comments:       
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Name (last, first)       Medicaid Number       
4) Does member maintain an adequate diet  

Yes No (If no, check all that apply and comment) 
 Uses dietary supplements  
 Requires special diet (low salt, low fat, etc.)  
 Refuses to eat  
 Forgets to eat  
 Tube feeding required (Explain the brand, amount, and 

frequency in the comments section) 
 Other dietary considerations (PICA, Prader-Willie, etc.) 

 

Comments:       
      
      
      
      
      
      
      

5) Does member require respiratory care and/or 
equipment 

Yes No (If yes, check all that apply and comment) 
 Oxygen therapy (Liters per minute and delivery device) 
 Nebulizer (Breathing treatments) 
 Management of respiratory infection 
 Nasopharyngeal airway 
 Tracheostomy care 
 Aspiration precautions 
 Suctioning  
 Pulse oximetry 
 Ventilator (list settings) 

 

Comments:       
      
      
      
      
      
      
      
      

6) Does member have history of a stroke(s)  
Yes No (If yes, check all that apply and comment) 
 Residual physical injury(ies) 
 Swallowing impairments  
 Functional limitations (Number of limbs affected)  

 

Comments:       
      
      
      
      

7) Does member’s skin require additional, 
specialized care Yes No 
(If yes, check all that apply and comment) 

 Requires additional ointments/lotions   
 Requires simple dressing changes (i.e. band-aids,  

      occlusive dressings) 
 Requires complex dressing changes (i.e. sterile dressing) 
 Wounds requiring “packing” and/or measurements 
 Contagious skin infections 
 Ostomy care 

Comments:       
      
      
      
      
      
      
      
 

8) Does member require routine lab work 
Yes No (If yes, what type and how often) 

 
 

Comments:       
      
      

9) Does member require specialized genital and/or 
urinary care Yes No 
(If yes, check all that apply and comment) 

 Management of reoccurring urinary tract infection 
 In-dwelling catheter 
 Bladder irrigation 
 In and out catheterization  

 

Comments:       
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Name (last, first)       Medicaid Number       

10) Does member require specific, physician-
ordered vital signs evaluation necessary in the 
management of a condition(s) Yes No (If yes, 
explain in the comments section) 

Comments:       
      
      
      

11) Does member have total or partial paralysis 
Yes No (If yes, list limbs affected and comment) 

Comments:       
      
      

12) Does member require assistance with changes 
in body position Yes No (If yes, check all that apply 
and comment) 

 To maintain proper body alignment 
 To  manage pain 
 To prevent further deterioration of muscle/joints/skin 

 

Comments:       
      
      
      
      

13) Does member require 24 hour caregiver Yes No 
      
14) Does member require respite services Yes No (If yes, how often) 
 
15) Does the member require intravenous fluids, intravenous medications or intravenous alimentation  

Yes No (If yes, check below all that apply and list solution, location, amount, rate, frequency and prescribing physician) 
 Peripheral IV  

Solution:       
Location 
      

Amount/dosage 
      

Rate 
      

Frequency 
      
      

Prescribing physician 
      
      

 Central line 
Solution:       

Location 
      

Amount/dosage 
      

Rate 
      

Frequency 
      
      

Prescribing physician 
      
      

16) Drug allergies (list)       
      
      
      

17) Other allergies (list)       
      
      
      

17) Does the member use any medications Yes No (If yes, list below) *add additional pages if needed 
Name of medication  
      

Dosage/Frequency/Route 
      

Administered by 
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Name (last, first)       Medicaid Number       
Name of medication  
      

Dosage/Frequency/Route 
      

Administered by 
      

   
   
   
   
   
18) Is any of the following adaptive equipment 
required (If  needs, explain in the comments) 
Dentures                 Has Needs N/A  
Hearing aid             Has Needs N/A  
Glasses/lenses        Has Needs N/A 
Hospital bed           Has Needs N/A 
Bedpan                   Has Needs N/A 
Elevated toilet seat  Has Needs N/A 
Bedside commode   Has Needs N/A 
Prosthesis                Has Needs N/A 
Ambulation aid        Has Needs N/A 
Tub seat                    Has Needs N/A 
Lift chair                  Has Needs N/A 
Wheelchair             Has Needs N/A 
Brace  Has Needs N/A 
Hoyer lift Has Needs N/A 
 

Comments:       
      
      
      
      
      
      
      
      
      
      
      
      
      
 
 

19) Please describe in detail any information regarding health, safety and welfare/crisis issues: 
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Name (last, first)       Medicaid Number       

SECTION IX-ENVIRONMENT INFORMATION 
1) Answer the following items relating to the 
member’s physical environment (Comment if 
necessary) 
Sound dwelling   Yes No 
Adequate furnishings  Yes No 
Indoor plumbing   Yes No 
Running water   Yes No 
Hot water   Yes No 
Adequate heating/cooling  Yes No 
Tub/shower   Yes No 
Stove    Yes No 
Refrigerator   Yes No 
Microwave  Yes No 
Telephone   Yes No 
TV/radio   Yes No 
Washer/dryer   Yes No 
Adequate lighting  Yes No 
Adequate locks   Yes No 
Adequate fire escape  Yes No 
Smoke alarms   Yes No 
Insect/rodent free  Yes No 
Accessible   Yes No 
Safe environment   Yes No 
Trash management Yes No 

Comments:       
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
 

2) Provide an inventory of home adaptations already present in the member’s dwelling.  (Such as wheelchair ramp, 
tub rails, etc.)         
      
      

SECTION X – HOUSEHOLD INFORMATION 
1) Does the member live alone Yes No 
If yes, does the member receive any assistance from 
 others Yes No (Explain)        
      
      
      
      
      
      
      
      
 
 

Comments:      
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Name (last, first)       Medicaid Number       

2)Household Members (Fill in household member info below) 
a) Name  
      

Relationship 
      

Age 
    

Are they functionally able to provide care 
Yes No (If no, explain in the comments section) 

Comments: 
      

Care provided/frequency  
      
      

b) Name  
      

Relationship 
      

Age 
    

Are they functionally able to provide care 
Yes No (If no, explain in the comments section) 

Comments: 
      

Care provided/frequency  
      
      

c) Name  
      

Relationship 
      

Age 
    

Are they functionally able to provide care 
Yes No (If no, explain in the comments section) 

Comments: 
      

Care provided/frequency  
      
      

d) Name  
      

Relationship 
      

Age 
    

Are they functionally able to provide care 
Yes No (If no, explain in the comments section) 

Comments: 
      

Care provided/frequency  
      
      

SECTION XI-ADDITIONAL SERVICES 
1) Has the member had any hospital, nursing facility or ICF/MR/DD admissions in the past 12 months? 
     Yes No (If yes, please list below) 
 
a-Facility name 
      

Facility address 
      

Reason for admission 
      

Admission date 
   /   /     

Discharge date 
   /   /     

b-Facility name 
      

Facility address 
      

Reason for admission 
      

Admission date 
   /   /     

Discharge date 
   /   /     
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Name (last, first)       Medicaid Number       

2) Does the member receive services from other agencies (Example: Both Waiver and Non-waiver Services.) Yes No 
(If yes, list services already provided and to be provided in accordance with a plan of care by an agency/organization, include Adult 
Day Health Care and traditional Home health services covered by Medicare/Third party insurance) 
a-Service(s) received 
      

Agency/worker name 
      

Phone number 
(     )     -      

Agency address 
      

Frequency 
      

Number of units 
      

b-Service(s) received 
      

Agency/worker name 
      

Phone number 
(     )     -      

Agency address 
      

Frequency 
      

Number of units 
      

c-Service(s) received 
      

Agency/worker name 
      

Phone number 
(     )     -      

Agency address 
      

Frequency 
      

Number of units 
      

SECTION XII-CONSUMER DIRECTED OPTION 
Has the member been provided information on Consumer Directed Option (CDO) and their right to choose 
CDO, traditional or blended services?  Yes    No  If no, give reason: 
 
Has the member chosen Consumer Direction Option? Yes  No  If yes, include form MAP 2000 
 

SECTION XIII-SIGNATURES 
Person(s) performing assessment or reassessment: 
 
Signature:      

 
Title:       

 
Date     /   /     

 
Signature:     

 
Title:       

 
Date     /   /     

Verbal Level of Care Confirmation: 
Date:    /   /     Time:       am/pm 
 Assessment/Reassessment forwarded to Support Broker/Case Management provider: 
Date Forwarded:    /   /     Time Forwarded:       am/pm 
Name of Person Forwarding: 
      

Title of Person Forwarding: 
      

Receipt of assessment/reassessment by Support Broker/case management provider: 

Date Received:    /   /     Time Received:       am/pm 

Name of Person Logging Receipt: 
      

Title of Person Logging Receipt: 
      

   
QIO Signature: 
      

Level of Care 
Date     /   /     

Approval dates 
From:    /   /      To:    /   /     

 



MAF'-552K APPENDIX I 
(01101) 

DEPARTMENT FOR CO- BASED SERVICES 
NOTICE OF AVAILABIL1TY OF INCOME FOR LONGTERM CARENAIVER AGENCYiHOSPICE 

MAID MJMBER: ( ) CORRECTION 
PROGRAM: COUNTY: ( CHANGE ( ) SPECIAL CIRCUMSTANCE 

( ) SSNCHANGE ( ) DISCHARGE 
CLIENT'S NAMX: BIRTH DATE: 

PROVIDER NUMBER: 
ADMISSION DATE: DISCHARGE DAI'E: DEATH DATE: 
LEVEL OF CARE: LTC INELIGIBLE DATE: 
FAMILY STATUS: SINGLE SPOUSE STATUS: 
INCOME COMPUTATION 

UNEARNED INCOME SOURCE 
RSDI 
SSI 
RR 
VA 
STATE SUPPLEMENTATION 
O m R  

SUB-TOIAL UNEARNED INC 

EARNED INCOh4E 
WAGES 
EARNED INCOME DEDUCTION 

SUB-TOTAL EARNED INC 

TOTAL INCOME 

DEDUCTIONS 
PERSONAZ. NEEDS ALLOWANCE 
INCREASE PNA 
SPOUSFYEAMILY U T  
SMI 
HEALTH INSURANCE 
IN-D MEDICAL EXPENSES 

TOTAL DEDUCTION 

AMOUNT 
$ 
$ 
$ 
$ 
$ 
$ 
$ 

CASE SIATUS 
AMOUNT ACTIVE CASE: NO 

$ IF ACTIVE, EFF MA DATE: 
$ IF DISC, EFF MA DISC: 
$ 

$ NOTIF FORM: CONFIRMATION NOTICE 
DATE PATIENT STATUS MET: 

AMOUNT 
$ EFB DATE OF CORE 
$ ENDlNG DATE OF CORR: 
$ 
$ PRIVATE PAY PATENT 
$ FROM: THRU: 
$ 
$ 

THIRD PARTY PAYMENTS $ 

AVAILABLE INCOME $ 
AVAILABLE INCOME (ROUNDED) $ 

AVAILABLE MONTHLY I N C O m  $ EFEECTIVE DATE: - 

WORKER CODE: CASELOAD CODE: UPDATE DATE: 
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PLAN OF CARE/ PRIOR AUTHORIZATION 

FOR WAIVER SERVICES 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

1. MEMBER NAME:________________________________________________________Sex:    MALE  FEMALE 
    Last    First   MI 
 
2. MAID NUMBER: _________________________________ 3. DOB:  _________________________ 
 
4. ADDRESS__________________________________________________________________________________ 

Street     City  State  Zip County 
 
5. HOME PHONE (         )  _________________________________ 
 
6. CASE MANAGEMENT/SUPPORT BROKER AGENCY(CDO):__________________Phone: (    )_________________ 
 
7. GUARDIAN NAME:_________________________ RELATIONSHIP: ____________Phone: (    ) _________________ 
 
8. POWER OF ATTORNEY:-______________________RELATIONSHIP:__________Phone:(    ) __________________ 
 
9. REPRESENTATIVE NAME (CDO ONLY) _____________________________ RELATIONSHIP:_________________ 
 
10. ADDRESS: _________________________________________________________________________________ 
   Street      City  State   Zip 
 
11. PHONE: (      )____________________ 
 
12. LEVEL OF CARE (LOC) CERTIFICATION NUMBER: _________________ 
 
13. LOC CERTIFICATION DATES: _______________ TO ____________________ 
 
14. PRIMARY CAREGIVER:_____________________________________RELATIONSHIP:________________ 
 
15 ADDRESSS: ____________________________________________________________________________ 
   Street     City   State  Zip 
 
16. PHONE:  (         )  __________________________________________________________________ 
 
 

 

Residential Status 

 In Home  
 Family Home Provider 
 Adult Foster Care Provider 
 Staffed Residence 
 Group Home 

 Initial 
 30 Day 
 Annual 
 Modification 

 SCL 
 HCB 
 ABI 
 Model II 

 Traditional 
 CDO 
 Blended (CDO/ 

     Traditional) 
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Member Name: _____________________________ MAID Number:__________________________ 
 

Identification of Needs/Outcomes/Services/Providers 
 

NEED(S) OUTCOMES/GOAL(S) OBJECTIVES/INTERVENTION(S) SERVICE 
CODE 

PROVIDER NAME/# 
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Member Name: __________________________________________ MAID Number______________________ 
 
Date Services Start:  _________________________________________ 

Support Spending Plan 
Traditional Wavier Services 

Service Code 
 

A 

Provider Name 
and Number 

B 

Units per Week 
 

C 

Units per Month 
 

D 

Cost per Unit 
 

E 

Cost per Week 
(Column CxE) 

F 

Total Cost Monthly 
(4.6xColumn F) 

G 
       

       

       

       

       

       

      Total Cost per Month 
$______________________ 

 
Consumer Directed Services 
Service Code 

 
 
 

A 

Description 
of Service 

 
 

B 

Employee 
Providing the 

Service 
 

C 

Units per 
week 

 
 

D 

Units per 
Month 

(Column 
Dx4.6) 

E 

Hourly Wage 
 
 
 

F 

Number of 
Hours per 

Month 
 

G 

Sum of 
Wages Times 

Hours 
 

H 

Administrative 
Costs 

 
 

I 

Total 
Monthly 
Amount 

 
J 

          

          

          

          

         Total Cost 
Per Month 

$__________ 
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Member Name: ______________________________________  MAID Number:_____________________________________ 
 

List each provider/employee name, address and telephone number: 
 
 
Provider/Employee Name Provider Number Address Phone Number 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 
 
 
Clinical Summary:  ____________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________
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Member Name: _______________________________________________  MAID Number: ____________________________ 
 
Emergency Back-up Plan (CDO only) 
 

___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
 

      I certify the information contained above is accurate and that I have made an informed choice when selecting the providers/employees 
      to provide each service.  
 
 
Member/Guardian Signature:  ____________________________________________ Date: __________________ 
 
 
Case Manager/Support Broker Signature: ___________________________________ Date: __________________ 
 
 
Representative Signature (CDO): __________________________________________ Date: __________________ 

 
 

Plan of Care/Support Spending Plan    Approved___________ Denied___________ 
 
 

QIO Signature/Title: __________________________________________________________ Date: __________________ 
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LONG TERM CARE FACILITIES AND HOME AND COMMUNITY BASED PROGRAM 

CERTIFICATION FORM 
 
I. ESTATE RECOVERY 
 

Pursuant to the Omnibus Budget Reconciliation Act (OBRA) of 1993, states are required to recover 
from an individual’s estate the amount of Medicaid benefits paid on the individual’s behalf during a 
period of institutionalization or during a period when an individual is receiving community based 
services as an alternative to institutionalization. 
 
In compliance with Section 1917 (b) of the Social Security Act, estate recovery will apply to nursing 
facility long term care services (NF, NF/BI, ICF/MR/DD), home and community based services that 
are an alternative to long term care facility services and related hospital and prescription drug 
services.   
 
Recovery will only be made from an estate if there is no surviving spouse, or children under age 21, 
or children of any age who are blind or disabled. 
 
I certify that I have read and understand the above information. 

 
 ________________________________________      ___________________________ 
 Signature                                                           Date 

------------------------------------------------------------------------------------------------------------------------------- 
 
II. HOME AND COMMUNITY BASED WAIVER SERVICES FOR THE AGED AND 

DISABLED, PEOPLE WITH MENTAL RETARDATION OR DEVELOPMENTAL 
DISABILITIES, MODEL WAIVER II, BRAIN INJURY WAIVER 
 
A.  HCBS - This is to certify that I/legal representative have been informed of the HCBS waiver for 

the aged and disabled.  Consideration for the HCBS program as an alternative to NF placement 
is requested ________; is not requested ________. 

 
_____________________________________       ___________________________ 
Signature                                                     Date 

 
B.  This is to certify that I/legal representative have been informed of the home and community based 

waiver program for people with mental retardation/ developmental disabilities.   Consideration for 
the waiver program as an alternative to ICF/MR/DD is requested ________; is not requested 
________. 

 
_____________________________________       ___________________________ 
Signature                                                     Date 
 

 
C.  MODEL WAIVER II - This is to certify that I/legal representative have been informed of the Model 

Waiver II program.  Consideration for the Model Waiver II program as an alternative to NF 
placement is requested ________; is not requested ________. 
 
_____________________________________       ___________________________ 
Signature                                                     Date 
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D. BRAIN INJURY (BI) WAIVER - This is to certify that I/legal representative have been informed of 

the BI Waiver Program.  Consideration for the BI Waiver Program as an alternative to NF or 
NF/BI placement is requested _______; is not requested ________. 

 
_____________________________________       ___________________________ 
Signature                                                     Date 

 
------------------------------------------------------------------------------------------------------------------------------- 
 
III. FREEDOM OF CHOICE OF PROVIDER    
 

I understand that under the waiver programs, I may request services from any Medicaid provider 
qualified to provide the service and that a listing of currently enrolled Medicaid providers may be 
obtained from Medicaid Services. 

 
________________________________________      ___________________________ 
 Signature                                                           Date 

----------------------------------------------------------------------------------------------- 
 
IV. RESOURCE ASSESSMENT CERTIFICATION 
 

This is to certify that I/legal representative have been informed of the availability, without cost, of 
resource assessments to assist with financial planning provided by the Department for Community 
Based Services. 
 
________________________________________      ___________________________ 
 Signature                                                           Date 

------------------------------------------------------------------------------------------------------------------------------- 
 
V. RECIPIENT INFORMATION 
 
      Medicaid Recipient’s Name: ________________________________________________ 

      Address of Recipient: _____________________________________________________ 

                                         _____________________________________________________ 

                                         Phone: _______________________________________________                                     

       Medicaid Number: _______________________________________________________ 

       Responsible Party/Legal Representative: _____________________________________ 

                       Address: ______________________________________________________ 

                                       ______________________________________________________ 

                                          Phone: ______________________________________________ 

----------------------------------------------------------------------------------------------- 
 
Signature and Title of Person Assisting with Completion of Form:  

       _____________________________________________________________________ 

       Agency/Facility: ________________________________________________________ 

       Address: ______________________________________________________________ 



MAP 95 Commonwealth of Kentucky 
(Rev. 6/07) Cabinet for Health and Family Services 

Department for Medicaid Services 
 

REQUEST FOR EQUIPMENT FORM 
 
 
RECIPIENTS NAME:  _______________________________  DOB:  ______________ 
 
MAID or MEMBER #:  _________________________________  DX:  _____________ 
 
Estimated Time Needed:  Months ________ Indefinitely _________ Permanently ______ 
   One Time Only________ 
 
Procedure Code:  _____________________  Date:  ____________________________ 
 

ITEM ESTIMATE 
1 

ESTIMATE 
2 

ESTIMATE 
3 

TOTAL COST 
(includes 
shipping) 

     

     

     

     

     

     

 
AGENCY NAME:  _______________________________________________________ 
 
PROVIDER NUMBER:  ___________________________________________________ 
 
CASE MANAGER/SUPPORT BROKER:  ____________________________________ 
 
TELEPHONE NUMBER:  _________________________________________________ 
 
AUTHORIZED DMS SIGNAUTRE:  ________________________________________ 
 
DATE APPROVED:  ______________________________ 

 



INCIDENT REPORT 
IDENTIFYING INFORMAIION: 

~ 

DESCRIPIION OF INCIDENT: (To be completed by staffwitnessing or discovering the incident) Where did it happen? Who 
was involved? What happened? Action Taken? Attach other pages if necessary 

. Name: 

, Reporting Agency: . Provider #: 

Title: . Phone: 

Case Management/Support Broker Provider: . Case MgrISupport Broker: 

INCIDENT INFORMAIION: I q CLASS I CLASS 11 CLASS III I Guardian: q Yes q No 

Signature of Person Reporting: - Iitle: Date: 

Date of Incident q Discovery: 

/ 1 Iime: A M ~ M  . 
Lacation of incident: E l J a y  Program 

n ~ e s i d e n c e  u ~ o m m u n i t y  O ~ o b  Site 

URespite n ~ o m e  Visit Iransport Broker 

Address: 

Phone #: 

CLASS I1 and 111 INCIDENT CODES: (check all that apply) 

A - Suspected Abuse q H .- Suicide Attempt 0 -Elopement 
q B - Suspected Neglect I - Severe Behavior Outbu~st P - Emergency Room Visit 

C - Suspected Exploitation q J -Property Damage q Q -Hospitalization, Medical 
D - Death of an Individual K - Self Abuse R - Hospitalization, Psychiatric 
E - Emergency Chemical Restraint q L -Individual Aggressed to Staff q S - Medication Error 

q F - Emergency Physical Restraint 1 M - Peer on Peer Aggression T - Serious Injury 
q G - Threatened Suicide N -Negative Media Attention U - Police Involvement 
Other - n V - CMHC Crisis Referral 

~erircdilmw7 Page 1 of 2 

FINAL REPORI 
Cl-r n -  IODays 
Clarr Dl - 7 day Reported to: 

DMHMR USE ONLY 

NOTlFICATIONS 
Casc MgJSup Bmkc Ciur i aid D-24 M 1- m 8  hn 

Gunrdian: Clarr I s dkcicd I CLau n aid m- 24 b. 
cinu m: ~ c ~ ~ h ~ r d i ~ ~ ( i f a ~ ~ i i r a b i ~ )  aid DM& 8hrhr. 

Need Identified 
q Lack of Staff q Behavior Support 
q Staff Iraining Crisis Prevention 

Supervision Co-occurring Disorders 

pp 

Case MgrISupport Broker 

DMR 

GuardianIIndividual 

DCBS 

Other: 

Follow-up Indicator 
q (I) None q (4) On-site Investigation 

(2) Telephone Follow-up (5) Iechnical Assistance 
(3) Desk Level Inv (6)  Risk Review 

Date: Iime: 

Date: Iime: 

Date: Iime: 

Date: Iime: 

Date: Iime: 

Date: 

Date: 

Date: 

Date: 

Date: 

Appropriate Follow-up: 

q yes  • NO 

Appropriate use of police: 

• yes  NO 

Appropriate use of Emergency Room: 

q Yes q No 



SUPERVISOWCASE MANAGEWSUPPORr BROKER FOLLOW-UP 
(Add additional pages if necessary) 

MAIDISS# Name: Date of Incident: 

I Why did the incident occur? What staff action was effective in diffusing the incident or redirecting problem behavior? What 
staff action may have contributed to or aggravated the incident? Was treatment obtained in a timely fashion? Was a Behavior 
Plan followed? Was a Crisis Plan followed? Were they effective? 

I1  How could this incident have been prevented? How will the agency ensure that the incident does not occur again? What 
specific changes will be made in the person's life (home, work, day, etc)? What will staff do differently? Does the person's 
team need to meet? What systems changes need to occur? How will management's role change? 

I11 What staff' training needs were identified? On what date will the Qaining occur? Who will provide the haining? 

IV Are any changes necessary that will be made to the Individual Plan of Care, Crisis Prevention Plan, andlor the Behavior 
Suppo~t Plan? How will these changes support the person to achieve hisher vision and cope effectively? What other positive 
changes can he made to enhance the person's hfe? (such as, more choice, pursuing the person's vision, variety, developing 
relationships, developing and enhancing communications) 

V What is the individual's current status? What kind of impact has the incident had on the individual's life? 

Submitted by: Iitle: Date: 

Additional Signatures: 

Iitle: Case Mm./Su~~ort  Broker Date: 

Iitle: Date: 

Iitle: Date: 

RIVIY~ 4mw7 Page 2 of 2 



MAP 24 C 
(rev 04/23/2007) 

TO: 

Commonwealth of Kentucky 
Cabinet for Health and Family Se~vices 

Department for Medicaid Services 

(1) County Office 
Department f o ~  Community Based Services 

(2) Quality Improvement Organization (QIO) 

(3)Department for Mental HealthiMental Retardation for SCL or 
Department f o ~  Medicaid ServicesBrain Injury Services Branch for ABI 

FROM: (4) 
Case Management AgencyISupport Broker 

DATE: (5) 

A. SCL or ABI WAIVER PROGRAM ADMISSION 

(1) 
(Last Name) (Fust Name) WviI) (Social Secu~ity Number) 

KY 
(Address) (city) (zip) (Phone number) 

(2)Was admitted to the SCL 01 ABI Waiver Program on 
(Circle SCL or ABI) @ate) 

(3)Case Management AgencyISupport Broker 

phone Number) (F'rovider #) 

KY 
(Address) (city) (Zip Code) 

(Phone) provider #) 

KY 
(Address) (city) (Zip Code) 



MAP 24 C Commonwealth of Kentucky 
(rev 0412312007) Cabinet fo~.  Health and Family Services 

Depdment for Medicaid Services 

B. SCL or ABI WAIVER PROGRAM DISCHARGE 

(1) 
(Last Name) (Fist Name) (MI) (Social Security Number) 

KY 
(Address) (city) (zip) (Phone number) 

(2)Dischaged from the SCL 01 ABI P~ogram on 
Pate)  

(3)Case Management AgencyISupport Broke1 

(Phone Number) (Provides #) 

KY 
(Address) (city) (Zip Code) 

(4)Primary Provider 

(Phone) (Provider #) 

KY 
(Address) (city) (Zip Code) 

C. SCL or ABI WAIVER PROGRAM TRANSFER 

(1) 
(Last Name) (First Name) w) (Social Security Number.) 

KY 
(Address) (city) (zip) (Phone number) 

(2)Transfe11 ed on from 
(Date) 

(3)Case Management ~ ~ e n c ~ l ~ u ~ ~ o r t  Broker. 

(Phone Number) (Provider #) 

KY 
(Address) (city) (Zip Code) 



MAP 24 C 
(lev 041231200 7) 

Commonwealth of' Kentucky 
Cabinet for Health and Family Services 

Department for Medicaid Services 

(4) To Case Management AgencyISupport B~oker  

Phone Number) (provides #) 
KY 

(Address) (City) (Zip Code) 
(5)From Primary Provider 

(Phone) (Provider #) 

KY 
(Address) (City) (Zip Code) 

(6)To Primary Provider 

(Phone) (Provider #) 

KY 
(Address) (city) (Zip Code) 

(7) To Hospital, Nursing Facility, or other facility 
(Name of facility) 

(Phone) (provider #) 

(Admess) (city) (Zip Code) 



MAP 24 C 
(rev 04123/200'7) 

Commonwealth of Kentucky 
Cabinet for Health and Family Services 

Department for Medicaid Se~vices 

PROCEDURAL INSTRUCTIONS FOR MAP-24C 

Upon admittanceldischxge/bafl~fer of' an individual in the Suppo~ts for Community Living 
Waiver or Acquired Brain Injury Waiver Program, the case managerlsupport broker shall forward 
a MAP-24C f o ~ m  to the local Department for Community Based Services Ofice in the county in 
which the member resides, the Quality Improvement Organization (QIO), the Department for 
Mental HealthiMental Retardation Services for the SCL waiver program or to the Department for 
Medicaid ServicesBrain Injury Services Branch for the ABI waiver program The case 
manage~lsupport broker shall complete the form 

Use the following insbuctions to fill in the blanks on the MAP-24C: 

INITIATION OF FORM 

Line One (1) Enter the name of the County of the Department for Community Based Services 
the form will be sent to 

Line Two (2) Send the form to the Quality Improvement Organization 

Line Three (3) Send the form to the Department for Mental HealthIMental Retardation for the 
SCL waiver program or to the Department for Medicaid ServicesBrain Injury 
Services ~r&chfor  the ABI wai& program 

Line Four (4) Enter the name ofthe Case Management AgencyISupport Broker filling out the 
form 

Line Five (5) Enter the date the form was completed 

A FOR INITIAI. AD4IISSION TO THE SUPPORTS FOR COBlMUNlTY LI\'INC. 
W L \ M K  PROGRAM OK 'THE . \ C O W D  BRhIN INJURY WArVER 
PROGRAM 

Line One (1) Enter the name, social security number, address and phone number of the 
member 

L i e  Two (2) Enter the date the member entered the program 

Lme Three (3) Enter the name of the case management agencylsupport broker, phone number, 
and p~ovider numbe~ 

Line Four (4) Enter the name, phone number, and pmvides number of the primary provider If 
the member has a residential provider, then the residential pravides will be the 
primary provider If the member does not have a residential provider, then the 
case management agency will be the primary provider. If the member chooses 
the Consurnex Directed Option, then the Department of Aging and Independent 
Living will be the primary provider. 



MAP 24 C 
(rev 04/23/2007 

Line (1) 

Line (2) 

Line (3) 

Line (4) 

L i e  (1) 

Line (2) 

Line (3) 

Line (4) 

Line (5) 

Line (6) 

Line (7) 

Commonwealth of Kentucky 
Cabinet for Health and Family Sexvices 

Department for Medicaid Services 
FOR DISCHARGE FRO31 TIIE SUPPORTS FOR COMMUNITY 1,IVING 
WAIVER PROGRAM OR THE ACOUIRED BRAIN INJURY WAIVER 
PROGRAM 

Enter the name, social secwity number, address and phone number of the 
member 

Enter the date the discharge 

Enter the case management agencylsupport broker, phone number, provider 
number and address 

Enter the name, phone number, provider number of the prima~y pmvider. If the 
member has a residential provider, then the residential provider will be the 
primary provider If the member does not have a residential providex; then the 
case management agency will be the primary provider If the member chose the 
Consumer Directed Option, then the Deplutment for Aging and Independent 
Living will be the primary provider, 

FOR I'KANSFER WITHIN TllE SUPPORTS FOR COMbIUNITY 
LIVING WArVER PROGRAXI OR 'I'HE ACOURIED BILUN lNJURY 
WAIVF,R PROGRAM 

Enter the name, social secwity number, address and phone number of the 
member 

Enter the date the transfer took place 

Enter the previous case management agencylsupport broker, phone number, 
provider number and address 

Enter the new case management agencylsupport broker, phone number, provider 
numbe~ and address 

Enter the name, phone number, provider number of the cw~ent primary provider,, 
If the member has a residential provider, then the residential provider will be the 
primary provider If the member does not have a residential provider, then the 
case management agency will be the primary provider If the member chooses 
the Consurnw Directed Option, then the Department for Aging and Independent 
Living will be the prima~y provider. 

Enter the name, phone number, provider number of the new primary provider If 
the member has a residential provider, then the residential provider will be the 
prima~y provider. If the member does not have a residential provider, then the 
case management agency will be the primary provider If the member chooses 
the Consumer Directed Option, then the Department for Aging and Independent 
Living will be the primary provider, 

Enter the name, phone number, provider number and address of'the facility that 
the waiver member has been transferred to on a temporary basis 



MAP 2000 (rev. 3/07) 
 

INITIATION/TERMINATION OF CONSUMER DIRECTED OPTION (CDO) 

 

 
 
 

 
  SCL 
  HCB 
  ABI 

 
 
 

Consumer's Name:             MAID #:       
 
Case Manager/Support Broker:                   
                               Name            Phone 
 
Provider Number:  ____________________________ 
 

   Addition of CDO Services  Date: ________  Initials: _________ 
 
I understand that I have the freedom to choose the Consumer Directed Option for some or all of my 
waiver services.  This has been explained to me and I choose consumer directed services.  In making this 
decision, I understand the following terms of the program: 
 
I understand that I may: 
• Train or arrange training for employees necessary for providing care. 
• Ask for a change in my POC/SSP if I feel my needs have changed. 
• Select a representative to help me with decisions about the CDO. 
• Bring whomever I want to all meetings pertaining to the CDO. 
• Complain or ask for a hearing if I have problems with my health care. 
• Voluntarily dis-enroll from the CDO Program at any time and receive my services through the 

traditional waiver program. 
 
I understand that I shall: 
• Develop a Plan of Care (POC)/Support Spending Plan (SSP) to meet my needs within the Consumer 

Directed Options (CDO) according to program guidelines and my individual budget. 
• Hire, supervise, and when necessary, fire my providers. 
• Submit timesheets, paperwork required for my employees. 
• Treat my providers and others that work for the CDO program the same way I want to be treated. 
• Participate in the development of my POC/SSP and manage my individual budget. 
• Complete all the paperwork necessary to participate in the CDO program, and follow all tax and labor 

laws. 
• Be treated with respect and dignity and to have my privacy respected. 
• Keep all my scheduled appointments. 
• Pay my patient liability as determined by Department for Community Based Services (DCBS), failure 

to do so will result in termination from CDO. 
 
*For addition of CDO services, attach revised MAP 109 Plan of Care. 
 
Date traditional case management ends and Support Broker begins _____/_____/_____ 
Date traditional services end and CDO services begin:  _____/_____/________ 
 
 
 

  

1



MAP 2000 (rev. 3/07) 
 

INITIATION/TERMINATION OF CONSUMER DIRECTED OPTION (CDO) 

 

 
Member Name:  ___________________________________  MAID#  __________________ 
 
     Representative Designation Date: _____________  Initials: _________ 

 
I appoint ______________________________________ as my representative for the Consumer Directed 
Option (CDO) Program.  
 
Representative Address: _____________________________ Phone: ___________ 
 
Relationship to Consumer: _______________________________ 
 
My representative and I understand the following requirements 
 A CDO representative must: 

• Be at least 21 years of age 
• Not be paid for this role or for providing any other service to me 
• Be responsible for assisting me in managing my care and individual budget 
• Participate in training as directed by me and/or my support broker 
• Have a strong personal commitment to me and know my preferences 
• Have knowledge of me and be willing to learn about resources available in my community 
• Be chosen by me 
 

*For voluntary or involuntary termination of CDO service, attach revised MAP 109-Plan of Care. 
 

 Voluntary Termination of CDO Services   Date: __________ Initials: _____ 
 

I choose to terminate my services through the Consumer Directed Option and choose to receive my 
services through the traditional waiver program.   

 
 Involuntary Termination of CDO Services  

  (To be completed by the Support Broker) 
 

Reason for termination of CDO:     Traditional Provider Agency___________________ 
 Health and Safety Concerns    Traditional Provider Number__________________ 
 Exceeding Individual Budget 
 Inappropriate Utilization of Funds 
 Other (Describe)  

 
                           
Consumer/Guardian Signature       Date 
 
                           
Representative Signature         Date 
 
                           
Case Manager/Support Broker Signature     Date  
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MAP-10 Commonwealth of Kentucky 
(rev. 6/07) Cabinet for Health and Family Services 
 Department for Medicaid Services 

 

 
WAIVER SERVICES 

 
TO:  ____________________________________________________________ 
 
AGENCY:  _______________________________________________________ 
 
ADDRESS:  ______________________________________________________ 
 
_______________________________KY________  PHONE:  (       )_______________ 

(City)    (Zip) 
 
 

PHYSICIAN’S RECOMMENDATION 
 
I recommend Wavier Services for: 
 
MEMBER:  _______________________________________________________ 
 
MAID NUMBER:  _________________________________________________ 
 
ADDRESS:  _______________________________________________________ 
 
_________________________________KY_________  PHONE   (      )_____________ 
  (City)         (Zip) 
 
DIAGNOSIS(ES):  _______________________________________________________ 
 
 
Recommended Wavier Program:  HCBW (ARNP, PA or Physician signature) 

 ABI 
 SCL (SCL MRP or Physician signature) 

 
I certify that if Wavier Services were not available, institutional placement (nursing facility 
or Intermediate Care Facility for Individuals with Mental Retardation or Developmental 
Disability [ICF/MR/DD]) shall be appropriate for this member in the near future. 
 
PHYSICIAN or SCL MRP NAME:  _____________________________  UPIN#:  _________ 
 
ADDRESS:  ________________________________________________________________ 
 
___________________________________KY_________PHONE  (        )______________ 
  (City)           (Zip) 
 
__________________________________________________  ________________________ 
  SIGNATURE      DATE 



Commonwealth of KenhicIty 
Cabinet for Health and Family Services 

Depaltment for Aging and Independent Living 

Kentucky Consumer Directed Option 
Employee/Provider Contract 

I (employee name) , have agreed to work 

under the employment of (employer name) 

Duties under this contract will consist of the following: 

Home and Communitv Supports: 

[I] Respite (HCB, SCL, and ABI) 
Total Approved Hours per month- 

Personal Care (HCB and ABI) 
Total Approved Hours per month- 

Homemaker (HCB only) 
Total Approved Hours per month,- 

Attendant Care (HCB only) 
Total Approved Hours per month- 

U Community Living Supports (SCL only) 
Total Approved Hours per month- 

Companion Services (ABI only) 
Total Approved Hours per month- 

Communitv Dav Support Services: 

17 Adult Day Training (SCL only) 
Total Approved Hours per month- 

Support Employment (SCL only) 
Total Approved Hours per month- 

DASlCD0004 
Rev 05/04/07 



Commonwealth of Kenrucb 
Cabinet for Health and Family Setvices 

Depament for Aging and Independent Living 

I agree to provide the above listed services as required by my 
employer at the rate of $ per hour.. I will not exceed the total 
approved amount noted above.. 

I accept the check(s) as payment in full for the service(s) or items 
purchased. I will not make additional charges to or accept additional 
payments from the consumer(s).. 

I understand there may be civil or criminal penalties if I intentionally 
defraud the Department for Medicaid Services. 

I understand that DMS will not be liable for any injuries or losses 
incurred while providing services. 

I understand that I may not be approved as a CDO provider if my 
background check detects that I have pled guilty to or been convicted 
of committing a sex crime or a violent crime. 

I understand that I may not be approved as a CDO provider if my 
name is listed on the Kentucky Nurse Aid Abuse Registry. 

For the Supports for Community Living (SCL) and Acquired Brain 
Injury (ABI) programs only, I understand that I may not be approved 
as a CDO provider if my name is listed on the Department for 
Community Based Services Division of Protection and Permanency's 
Central Registry. 

I understand that I must maintain employee/employer confidentiality.. 

1 understand this is an at-will contract and either party may terminate 
this agreement at any time,. 

I understand that I must notify my employer of the contraction of any 
infectious disease(s) and I shall abstain from work until the infectious 
disease can no longer be transmitted as documented by a medical 
professional.. 

I have received any and all training required by my employer in order 
to provide the necessary services as described in this contract. 

DASICD0004 
Rev. 05/04/07 



Commonwealth of Kenhlckv 
Cdblncl fur Hwllh and T~rnl ly  SCWILL> 

Drp~nrnrnt tor Agng and lndepcndrnr Lt\lng 

I have received and fully understand the list of employment guidelines 
and will follow them to the best of my ability.. I further understand that 
any or all items of this contract may be subject to renewal or change 
upon agreement by my employer and myself.. 

EmployeeIProvider Date EmployerIMember Date 

DAS/CD0004 
Rev. 05/04/07 



        

Supports for Community Living Waiver 
Medication Error Report (Part 1) 

 
Instructions:   One copy of this report must be submitted each month by every provider supporting individuals.  Do not include data for individuals 

receiving supports through state general funds.  A separate report should be submitted for these individuals.  This report should be 
addressed to:  SCL Risk Management Team, Division of Mental Retardation, 100 Fair Oaks Drive, 4W-C, Frankfort, Kentucky  
40621.  The report should be postmarked by the 15th of the month. 

 
 
 

 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 

For the month of :       ,        
  
Provider Name:       
  
Provider Number:        
  

 Number of SCL 
Individuals Supported:        
  

 
 

Doses of medications planned 
to be administered to SCL 
individuals:        
   

 
 

Total number of doses for 
which there was a referenced 
error:       

 

   
 Date the report  

was submitted:       /       /       
 



        

Supports for Community Living Waiver 
Medication Error Report (Part 2) 

 

Instructions:   This report must be submitted each month only for individuals for whom a dose or doses of medication were referenced as being 
administered in error. A separate sheet should be submitted for each individual. In the event that there are more than three 
medications with errors use additional sheets. Do not include data for individuals receiving supports through state general funds.  A 
separate report should be submitted for these individuals.  This report should be addressed to:  SCL Risk Management Team, 
Division of Mental Retardation, 100 Fair Oaks Drive, 4W-C, Frankfort, Kentucky  40621.  The report should be postmarked by the 
15th of the month.  

 

Provider Name:       Provider Number:       For the Month of:       ,       
  

Individual Name:       Social Security #:        
 

Medication Date and 
Time of Error 

Administration Site Type of Error Staff Member 
Responsible 

Agency Follow-up 

Wrong: 
  Time 
  Dose 
  Medication 

  Person 
  Route 

                Residence 
     Day Program 
     Job Site 
     Community 

     Respite 
     Home Visit 
     Other 

  Missed Dose 
               Other 

            

       

Wrong: 
  Time 
  Dose 
  Medication 

  Person 
  Route 

                Residence 
     Day Program 
     Job Site 
     Community 

     Respite 
     Home Visit 
     Other 

  Missed Dose 
               Other 

            

       

Wrong: 
  Time 
  Dose 
  Medication 

  Person 
  Route 

                Residence 
     Day Program 
     Job Site 
     Community 

     Respite 
     Home Visit 
     Other 

  Missed Dose 
               Other 

            

 

 
           A 

 
         B 

A divided 
by B 

Total doses of medication  
which were referenced as 
being administered in error 
this month for this individual: 

       

Total doses of medication 
planned to be administered 
to this individual this 
month: 

       

Total doses planned 
divided by total doses 
referenced as being 
administered in error 

      

 



DIVISION OF MENTAL RETARDATION – SCL Screening and Training Requirements 
October 2007 Edition 

 
Requirements for all newly hired staff and volunteers: 
 

 TB screening completed in the past 12 months and received within 7 days of 
the date of hire or date of volunteer services; 

 A criminal records check from the Kentucky Administrative Office of the Courts 
(AOC) completed prior to employment; 

 A central registry check completed within 30 days of the date of hire; and 
 A nurse aide abuse registry check completed prior to employment. 

 
Training requirements for all staff: 
 
Level I: Shadow another staff or family member/guardian/caregiver (at least 18 years old) 
 
Level II: Independent functioning without ability to administer medications. 
Must have following training prior to working alone: 

 First Aid (excluding licensed or registered nurses) 
 CPR 
 Crisis Prevention and Management 
 Identification and prevention of abuse, neglect, and exploitation 
 Rights of individuals with disabilities 
 Individualized instruction of the needs of the SCL recipient to whom the trainer 

provides supports 
 

Level III: Independent functioning with ability to administer medication.  
Must have the following training prior to working alone: 

 Medication administration training per cabinet-approved curriculum 
 Medications and seizures 
 First Aid (excluding licensed or registered nurses) 
 CPR 
 Crisis Prevention and Management 
 Identification and prevention of abuse, neglect, and exploitation 
 Rights of individuals with disabilities 
 Individualized instruction of the needs of the SCL recipient to whom the trainer 

provides supports 
 

Core Training: 
All employees must complete core training, consistent with a DMHMR-Approved 
curriculum, no later than 6 months from the date of employment 
 
Training requirements for volunteers: 
 

 Orientation to the agency 
 First Aid (excluding licensed or registered nurses) 
 CPR 
 Individualized instruction of the needs of the SCL recipient to whom the trainer 

provides supports 
 



DIVISION OF MENTAL RETARDATION – SCL Screening and Training Requirements 
October 2007 Edition 

 
 
Case Management Training:   
 
Effective August 1, 2007, all newly hired case managers much complete the DMR-
approved Case Management training within the first 6 months of the date of hire or as 
soon as possible following the third month of hire if the case manager is unable to 
complete training within the first 6 months due to unavailability of the training. 

 
Agency Trainer Qualifications 

 
Training Trainer Qualification 

CPR/1st Aid 
  

As per current SCL Waiver 

Medication Administration  
  

Licensed medical professional 

Medication & Seizures Licensed medical professional 
 

DMR Crisis Prevention and Intervention 
  
  

 
 
 

AND/OR 
   
Crisis Management 
  

DMR Crisis Prevention and Intervention
Attend DMR Crisis Prevention and Intervention 
Training of Trainers 
 
H.S. Diploma with 2 years MR/DD experience or 
qualified as a SCL MRP. 
  
 
Crisis Management
Per qualifications of system utilized (MANDT, CPI, 
SCIP, NVCR, etc.)  
Note: Crisis Management systems (not Crisis Prevention/De-
escalation) to be determined by the agency. Any system 
teaching restraint should be utilized on an individualized basis, 
and should be taught as emergency safety procedure and only 
utilized as a last resort in the event of harm to self or harm to 
others. 
 
*If problems with crisis prevention/management are noted on 
certification review, completion of DMR Crisis Prevention and 
Intervention Curriculum may be required  
   

Abuse/Neglect Prevention H.S. Diploma with 2 years MR/DD experience or 
qualified as a SCL MRP and completion of KRS 209 
Training. Trainers to attend KRS 209 training every 2 
years or if new information becomes available. 

Rights of Persons with Disabilities H.S. Diploma with 2 years MR/DD experience or 
qualified as a SCL MRP. 

DMR  Core Training Attend DMR Core Training TOT 
 
H.S. Diploma with 2 years MR/DD experience or 
qualified as a SCL MRP. 

 




